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Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
dosage readjustments 


does not produce ataxia, change in appetite or libido 


does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS*— 400 mg. unmarked, coated tablets. 


(i WALLACE LABORATORIES / New Brunswick, N. J. 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


relaxant ‘AN ° 


Succinylcholine Chloride 


60 Seconds. After Injection 


180 Seconds After Injection — 
normal respiration returns. 
(total time of sh@ck procedure 

approximately 3 minutes average. 


fa pid Comments from the literature: 


«,.. method of choice.” 


relaxation Havens, L. L.: Dis. Nerv. System 19:1 (Jan.) 1958. 


“,.. recommend its use.” 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


“, .. treatment of choice.” 
recove 4 Michael, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 
Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 
Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955, 
Complete literature available upon request. 


‘Anectine’™® brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
II 
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‘Dexedrine’—one of the first psycho- 
motor stimulant-antidepressants— 


helps provide rapid symptomatic relief 


of psychomotor inhibition. The charac- 


teristic effects of ‘Dexedrine’ include 


a restored sense of energy and an 
increase in verbal response and phys- 


ical activity. 


INES 
FHENCH 


DEXEDRINE® SPANSULE® 


brand of dextro amphetamine 


brand of sustained release capsules 


5 mg., 10 mg. and 15 mg., in bottles of 30 
and 250 capsules 
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TESTED 
in numerous mental conditions 


RATED EFFECTIVE 
by the medical and nursing staff 


APPRECIATED 
by the patient 


brand of thiopropazate dihydrochloride 


SEARLE 


In the institutionalized burned- 
out schizophrenic patient 
response to Dartal was 
impressive; in more than 50 
per cent of the patients' 

the results were favorable. 


In another study? of chronic 
mentally disturbed patients 
with hyperactivity and agitation 
as prominent symptoms, 
approximately 50 per cent 
were improved with Dartal. 
While the majority had 
schizophrenia, the group also 
included patients with chronic 
brain syndrome, manic-depres- 
sive reaction, involutional 
psychoses and psychoneuroses. 


Dartal was considered extremcly 
useful in certain patients 

with neurosis and emotional 
hyperactivity. Many patients 
did much better on Dartal* 
than on previous medication. 


Behavior in the ward was 
significantly improved‘ with 
Dartal when evaluated at the 
end of two and eight weeks, 
as found in a carefully 
controlled study of fifty-four 
patients with chronic 
schizophrenia. 


All these studies and previous 
ones*:* emphasize the relative 
freedom from serious side actions. 
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Clinical Research from: (1) Sidney Cohen, M.D., 
Chairman, Research Committee Neuropsychiat- 
ric Hospital, Veterans Administration Center, 
Los Angeles 25, California. (2) Danville (Penn- 
sylvania) State Hospital, study in progress. (3) 
Eastern State Hospital, Vinita, Oklah Clini- 
cal Director G. W. Kleinschmidt, M.D.; experi- 
mental work conducted by Attila Nagy, M.D. 
(4) Hamilton, M.; Smith, A. L. G.; Lapidus, H. E., 
and Cadogan, E. P.: A Controlled Trial of Thic- 
propazate Dihydrochloride (Dartalan), Chior- 
pr ine and Oc tional Therapy in Chronic 
Schizophrenics, J. Ment. Sc. 106:40 (Jan.) 1960. 
(5) Ferrand, P. T.: Minnesota Med. 417:853 
(Dec.) 1958. 6, Edisen, C. B., and Samuels, 
A.S.: Arch. Neurol. & Psychiat. 80: 481 (Oct.) 
1958. 
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AMERICAN JOURNAL OF PSYCHIATRY 
INFORMATION FOR CONTRIBUTORS 


Manuscripts—The original manuscripts of papers read at the annual meetings of the Association 
should be deposited with the Secretary during the meetings, or sent to the New York office 
promptly afterward. Do not deposit carbon copies. 


Papers read at the annual meetings become the property of the Association. Not all papers 
read, however, can be published in the JOURNAL, and authors wishing to publish in other 
vehicles will first secure from the Editor the release of their manuscripts. 


Papers will not be accepted for the annual program if they have been previously read at other 
meetings or if they have been already published. 


Papers contributed during the year (not on the annual program) should be sent to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Style—Manuscripts should be typewritten, double spaced, on one side of the paper. They must be 
prepared in conformity with the general style of The American Journal of Psychiatry. Retain 
a carbon copy of manuscript and duplicates of tables, figures, etc., for use should the originals 
be lost in the mails. 


Multiple Authorship—The number of names listed as authors should be kept to a minimum, others 
collaborating being shown in a footnote. 


Illustrations—Authors will be asked to meet printer's costs of reproducing illustrative material. 
Copy for illustrations cannot be accepted unless properly prepared for reproductions. Wherever 
possible, drawings and charts should be made with India ink for photographic reproduction as 
zinc etchings. Photographs for halftone reproduction should be glossy prints. Illustrations should 
be as small as possible without sacrificing important detail. Redrawing or preparing illustrations 
to make them suitable for photographic reproduction will be charged to author. 


Authors’ Corrections in Proofs—Corrections, additions or deletions made by authors are to be 
charged to them. These alterations are charged on a time basis at the rate of $7.00 per hour. 
Proper editing of original manuscript is important to avoid the expense of correction. 

Tables—Tables should be typed on separate sheets. Tables are much more expensive to set than text 
material and should be used only where necessary to clarify important points. Authors will be 
asked to defray cost of excessive tabular material. 

References—References should be assembled according to author in a terminal bibliography, 
referred to in text by numbers in parentheses. Bibliographical material should be typed in 
accordance with the following style for journals and books respectively : 

1. Vander Veer, A. H., and Reese, H. H.: Am. J. Psychiat., 95 : 271, Sept. 1938. 
2. Hess, W. R.: Diencephalon. New York : Grune & Stratton, 1954. 
Abbreviations should conform to the style used in the Quarterly Cumulative Index Medicus. 


The American Journal of Psychiatry, formerly The American Journal of Insanity, the official 
organ of The American Psychiatric Association, was founded in 1844. It is published monthly, 
the volumes beginning with the July number. 

Articles appearing in this Journal do not necessarily reflect the official attitude of The American 
Psychiatric Association or of the Editorial Board. 

The subscription rates are $12.00 to the volume: Canadian subscriptions $12.50; foreigr 
subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. Copyright 1960 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 


Business communications, remittances and subscriptions should be addressed to The Ameri- 
can Psychiatric Association, 10 Allen St., P.O. Box 832, Hanover, N. H., or to 1270 Avenue of the 
Americas, New York 20, N. Y. 

Editorial communications, books for review, and exchanges should be addressed to the Editor, 
Dr. Clarence B. Farrar, 216 St. Clair Avenue, West, Toronto 7, Ontario, Canada. 


Second class postage paid at Hanover, New Hampshire. 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


| 


She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


Relaxed, alert, attentive ...she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 
or her physical efficiency. 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Nowshecan enjoy sus- 
tained tranquilization all through the night. 


Peacefully asleep . . . she rests, undisturbed 
by nervousness or tension. (Literature 
on Meprospan is available from Wallace 
Laboratories, Cranbury, N. J.) 
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in the disturbed patient... 


UNTROUBLED 
SLEEP 


NOLUDAR induces quiet sleep, even in patients 
with organic psychosis who have severe 
sleep resistance. Nighttime distortions and 
fears usually disappear; pre-sleep disorien- 
tation and agitation are reduced. NOLUDAR 
does not modify the c&c of the waking pa- 
tient nor significantly alter the tracings of 
physiologic sleep. Further, NoLUDAR does 
not depress abnormal brain-wave activity. 
To provide sound, restful sleep without sac- 
rificing safety, without prolonging awaken- 
ing time, without altering the natural sleep 
pattern, specify NoLUDAR, the non-barbitu- 
rate hypnotic. 


NOLUDAR 300 


Brand of Methyprylon 300-mg CAPSULES 


NON-BARBITURATE HYPNOTIC 


When a gentler hypnotic effect is desired, 
NOLUDAR 200 (200-mg tablets). For daytime 
sedation, NoLUDAR 50 (50-mg tablets). 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 
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how does Mellatl from other potent tranquilizers? 


tranquilizer 


1ension, 
UL 


‘SC 


greater specificity of trangetlizing 
action in fewer side effects 


Virtual freedom of Meliari! 
trom ma‘ortoxie éffects is. 
auc te greater specificity 
of tranquilizing: action 
from such . 
effectéas anti-. 
action. 


“The most st riking aspect of therapy is poverty 


nh Conciicion it may be said nak thissivazine is at least as effective in 
Prelieving psichiairic ‘iness as other druge of its class. On a milligram for 
milligram besis it has the same order of potency as chlorpromazine. in 
its tow incidlence of side-effects aril fexicity, it is superior to all other 
tranquilizing drags tesicd. For this His well tolerated by patients, 
particularly ese who ere not hospitalized and who frequently discontinue 
their medication with other drugs begguse of dizziness, sleepiness, increased 
tension, or Parkinsorism,’* 


A 


i 
MELLARIL Tablets. 10 mg., 25 mg. Km 
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SQUIBB ANNOUNCES 
once a day 
dosage for 

the psychiatric 

patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.1.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.’ Less common effects have been hypotension,’ drowsi- 
ness,° agitation,”? restlessness,4 and anorexia.© Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.25:© ‘pro. 1s « squise Travemank 


SQUIBB 


\ Squibb Quality— 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, I.J.: Clin. Res. 

otes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. 


Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 ‘ 
(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 


Clin. Res. Notes 2:10 (Aug.) 1959. 
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The wonder of freedom in epilepsy 


The score is Haydn. The reading difficult. The 
challenge exciting. And for the epileptic . . . the 
wonder of the freedom to be a part of this. 
Today, the five anticonvulsant drugs below 
offer you the privilege of giving the epileptic 
that most precious gift of all: a seizure-free life. 


Anticonvulsants by Abbott: PEGANONE* (Ethotoin, Abbott) 
—A hydantoin of exceptionally low toxicity. Indicated for 
grand mal and psychomotor seizures. PHENURONE® (Phe- 
nacemide, Abbott)—Often effective when other agents fail. For 
grand mal, petit mal, psychomotor and mixed seizures, 
GEMONIL* (Metharbital, Abbott)— Relatively non-toxic. For 
grand mal, petit mal, myoclonic; mixed sei symptomatic 
of organic brain damage. TRIDIONE®* (Trimethadione, Abbott) 
PARADIONE*® (Paramethadione, Abbott) — These 

exceptional homologous agents generally 

afford symptomatic control of petit 
myoclonic and akinetic seizures. 
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Stelazine 


brand of trifluoperazine 


can reach and help 


withdrawn patients 


The activating effect of ‘Stelazine’ is a valuable aid in the 
treatment of withdrawn, uncommunicative psychotics, 
no matter what service they are on. For example— 


On the admissions service and acute treatment serv- 
ice: ‘Stelazine’ can help shorten the hospital stay of the 
acutely ill patient who is withdrawn and apathetic. 
Because ‘Stelazine’ activates this patient to communica- 
tiveness and alertness, the therapist is often able to 
establish early rapport; and the patient is able to respond 
and to cooperate from the start in his treatment program. 


On the chronic service and the “back ward”: ‘Stela- 
zine’, because of its activating effect, can help you to 
reach withdrawn patients who have failed to respond to 
previous psychopharmaceutical agents. Allen! found that 
patients became more cooperative and communicative: 
‘Stelazine’ “had an awakening effect on these chronic 
patients, who had previously been lacking ambition, 
initiative or interest in their surroundings.” 


With improvement established by ‘Stelazine’, those ther- 
apies that may have been ineffective previously can often 
be successfully utilized in a build-up to a total treat- 
ment program and possible remission. 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resistant Schizo- 
phrenics, J. Clin. & Exper. Psychopath. 20:247 (July-Sept.) 1959. 
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leaders in psychopharmaceutical research 
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Model SOS contains the Reiter unidirectional currents and three SedAc 
ranges as part of the single selector control. Other models available are: 
1. Model S containing only the unidirectional currents; 2. SedAc (attach- 
ne to - used with Model S; 3. SedAc (self-powered) an independent 
nstrumen’ 
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MODEL SOS 


the one instrument combining the strongest 
convulsive currents with powerful yet 
gentle sedative currents 


exceptionally fast clinical therapeutic response 


most efficient convulsive currents result in minimal side effects — 
apnea, thrust, confusion and treatment-generated anxiety are 


negligible 


patients are quickly clear and bright following treatment 


e difficult cases have responded to SedAc deep sleep therapy — 


powerful, deep, effective yet safe treatments are easily applied 


SedAc current establishes better transference -- patients become 
com wunicative 


® amz.ious aversion to EST minimized by gentle SedAc current 
e one-knob, with safety lock, controls convulsive and sedative cur- 


= 


rents 


multiple units used in many hospitals for simultaneous deep sleep 
Ca gill with same doctor-nurse team required for one 
machine 


clinical studies have evaluated a new measurement procedure to 
determine areas of cerebral damage and the degree of malfunction 


Reiter, the original unidirectional current electrostimulatore, are 
tically backed by extensive clinical experience with over 200 references 


in literature and text-books. 
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perspective 
the control anxiety 


tablet daily 
calms without drowsiness 
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Permitil approaches the ideal in anti-anxiety therapy 


PermitiL “mitigates apathy, indifference, inertia and anxiety-in- 
duced fatigue.”’ 


Significant improvement in over 90% of patients treated.** 


At recommended dosage levels, virtual freedom from autonomic, 
endocrine or neuromuscular (extrapyramidal) side effects. 


Patients become calm without drowsiness, mental acuity is sharpened 
and normal drive is restored. 


And now = The simplest dosage schedule of all 


In the large majority of adults, only one PERMITIL CHRONOTAB, 
taken upon arising, controls anxiety and anxiety-induced symptoms 
all day long. 


Side effects from Permirit, at the recommended dosage, have been observed 
infrequently or not at all. Permitit, as with other phenothiazines, is contra- 
indicated in severely depressed states. Complete information concerning the use 
of this drug is available on request. 

PERMITIL CHRONOTABS, 1 mg., bottles of 30. Also available Permitit TasBLets, 
0.25 mg., bottles of 50. 


CHRONOTAB 1) is White’s sustained-action tablet. 

REFERENCES: 1. Ayd, F. J., Jr.: Current Therap. Res. 1:41, 1959. 2. Recent compilation of case 
reports received by the’ Medical Department, White Laboratories, Inc. 3. Ernst, E. M.: Clin. Med. 
(in press). Additional bibliography: Bodi, T., et al.: Clin. Res. 8:72, 1960. Dunlop, E.: Personal 
communication. Grimaldi, R.: Presented at Annual Congress of Pan-American Medica! Association, 
Mav 6. 1960, Mexico City. Olson, J., and Carsley, S. H.: Personal communication. 
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. rigidity, tremors, and contractures — all 
respond to the long, cumulative action of 
COGENTIN (a beutime dose often controls 
symptoms for 24 hours'). COGENTIN also 
exerts “a highly selective action against... 
fixed facies, dysphonia, dysphagia, faulty 
posture, muscle cramps, and ‘freezing’ of 
the legs.” Parkinsonism due to tranquilizer 
therapy “is easily alleviated by COGENTIN,”* 
even after other drugs fail.‘ 


Dosage: Dosage must be individualized. In arteriosclerotic, 
idiopathic, or postencephalitic parkinsonism, the usua! dos- 
age is 1 to 2 mg. daily, with a range of 0.5 to 6 mg. daily. 
In parkinsenism induced by phenothiazines or rauwolfia 
compounds, the recommended dosage is 1 to 4 mg. once or 
twice a day. 

Additional information on CocEntTtN is available to physi- 
cians on request. 

Now available: Injection CocenTiIN, 1 mg. per cc., ampuls 
of 2 cc. Also available: Tablets Cocentin (quarterscored), 
2 mg., bottles of 100 and 1000. 


References: 1. A.M.A. Council on Drugs: New and Non- 
official Drugs 1959, Philadelphia, J. B, Lippincott Company, 
1959, p. 252. 2. Doshay, L. J.: J.A.M.A. 162:1081, 1956. 
3. Ayd, F. J.: Clin. Med. 6:387, 1959. 4. May, R. H.: Am. J. 
Psychiat. 116:360, 1959. 


COGENTIN is a trademark of Merck & Co., Inc. 


mQo MERCK SHARP & DOHME 
Division of Merck & Co., Inc., Philadelphia 1, Pa. 
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TREATMENT OF SCHIZOPHRENIC REACTIONS WITH 
PHENOTHIAZINE DERIVATIVES 


A Comparative Study of Chlorpromazine, Triflupromazine, 
Mepazine, Prochlorperazine, Perphenazine, and Phenobarbital ' 


JESSE F. CASEY, M.D.,2 JULIAN J. LASKY, Px.D., 
C. JAMES KLETT, Pu.D.,3 anv LEO E. HOLLISTER, M.D.‘ 


Since chlorpromazine’ has been proved 
useful in treating chronic hospitalized schiz- 
ophrenics(1, 2, 3, 4), newer phenothiazine 
derivatives have appeared with claims of 
higher potency, greater therapeutic effec- 
tiveness, and fewer side effects or compli- 


1 Project 3 of the Veterans Administration Coopera- 
tive Studies of Chemotherapy in Psychiatry. Pre- 
liminary results were presented at the Fourth Annual 
Research Conference on Chemotherapy in Psychiatry, 
VA Hospital, Memphis, Tenn., May 20, 1959. The 
indicated authorship connotes roles in planning or 
coordinating the study and preparing this report. 
Others who made major contributions were: T. G. 
Andrews, Ph.D., J. L. Bennett, M.D., E. M. Caffey, 
Jr. M.D., H. M. Houtchens, Ph.D., C. J. Lindley, 
M.A., M. Lorr, Ph.D., A. S. Marrazzi, M.D., A. 
Pokorney, M.D., and M. Rosenblum, M.D. The 35 
VA hospitals which participated in this study are 
located at : Albany, N. Y., American Lake, Wash., Ann 
Arbor, Mich., Augusta, Ga., Battle Creek, Mich., Bay 
Pines, Fla., Biloxi, Miss., Brockton, Mass., Bronx, 
N. Y., Buffalo, N. Y., Coatesville, Pa., Danville, Ill, 
Denver, Colo., Downey, Ill., Fort Meade, S. Dak., 
Houston, Tex., Jefferson Barracks, Mo., Los Angeles, 
Calif., Lyons, N. J., Montrose, N. Y., Murfreesboro, 
Tenn., New York, N. Y., Northampton, Mass., 
North Little Rock, Ark., Northport, N. Y., Palo Alto, 
Calif., Perry Point, Md., Roseburg, Ore., Salt Lake 
City, Utah, Sepulveda, Calif., Togus, Me., Tomah, 
Wis., Topeka, Kan., Tuskegee, Ala., and Waco, Tex. 
Without the generous cooperation of staff personnel 
from these hospitals, this study would not have been 
possible. 

2 Director, Psychiatry and Neurology Service, De- 
partment of Medicine and Surgery, VA Central 
Office, Washington, D. C. 

8 Chief and Assistant Chief, VA Central NP 
Research Laboratory, Perry Point, Md. 

4 Chief, Medical Service, VA Hospital, Palo Alto, 
Calif. 

5 The generic and trade names of the drugs used 
in this study are: chlorpromazine—Thorazine (do- 
nated by Smith, Kline and French Laboratories), 
mepazine—Pacatal (Warnes-Chilcott Laboratories), 
perphenazine—Trilafon (Schering Corporation), pro- 
chlorperazine—Compazine (Smith Kline and French), 
triflupromazine—Vesprin (E. R. Squibb and Sons). 


cations. After reviewing the voluminous 
literature, the harried clinician might still 
wonder whether any of the newer com- 
pounds were superior in any way. The re- 
ports on mepazine, for example, have 
ranged from enthusiastic endorsement to 
unqualified rejection(5, 6, 7, 8, 9) : Bowes 
concluded that mepazine was twice as 
strong as, interchangeable and synergistic 
with chlorpromazine ; Denber’s sober title, 
“Ineffectiveness of mepazine . . .” com- 
pleted the spectrum of opinion. 

Recently more definitive studies of the 
newer phenothiazine derivatives have ap- 
pearec(10, 11). Although these studies 
still contain contradictions, the differences 
are more understandable. In Freyhan’s 
study of 10 phenothiazine compounds and 
reserpine, chlorpromazine was more effec- 
tive than mepazine, reserpine, and proma- 
zine. It is inferred from his data that per- 
phenazine, prochlorperazine, trifluoperazine 
and triflupromazine were not more effective 
than chlorpromazine, although he makes it 
clear that they caused more extrapyram- 
idal reactions. Goldman differed with 
Freyhan, stating that perphenazine, pro- 
clorperazine, and triflupromazine were more 
effective than chlorpromazine, caused fewer 
side effects and practically no complica- 
tions. He could not differentiate therapeuti- 
cally between perphenazine and prochlor- 
perazine but found that triflupromazine 
produced fewer side effects than either. 
Some of these contradictions appear to be 
due to the use of different dosage schedules, 
criteria of improvement, treatment goals, 
and population samples. 

With this and its own experience as a 
background(12, 13), the Veterans Adminis- 
tration began, in May 1958, a large-scale 
cooperative study of the relative therapeutic 
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__ effectiveness and toxicity of chlorpromazine, 
triflupromazine, mepazine, prochlorpera- 
zine, and perphenazine. Phenobarbital was 
used as a control medication. 


PROCEDURE ° 


Patient Sample : Six hundred forty newly 
admitted schizophrenic men were studied 
in 35 VA hospitals. The average patient 
was 34 years old (the median was also 34), 
and the range was 18-54 years. He weighed 
161 pounds, had finished 10% grades, had 
been a semi-skilled worker, and was first 
treated for mental illness 74 years before 
his current admission. About half the pa- 
tients were single, 30% were married, and 
the rest were divorced (10%) or separated 
(8%). The number of previous hospitaliza- 
tions were as follows: none-18%, one-23%, 
two or three-27%, four or five-21%, six or 
more-11%. Forty-four percent had never 
received tranquilizers previously. All were 
in good physical health. 

As measured by the Multidimensional 
Scale for Rating Psychiatric Patients- 
MSRPP(14), the average study patient 
before treatment was a little sicker, in 
general, but as active and no more de- 
pressed than the general population of 
schizophrenic men hospitalized in VA hos- 
pitals. He was somewhat more resistive, 
belligerent, withdrawn, and conceptually 
disorganized than the usual hospitalized 
schizophrenic veteran and markedly more 
paranoid, self-depreciatory, mentally agi- 
tated, active, and perceptually confused. 

The attrition in the sample by the end of 
the study was 26%. One hundred fifty pa- 
tients were dropped from the study. An 
additional 18 could not be included because 
of incomplete data. During the study period 
85 patients left the hospital: 43 without 
medical approval, 24 on trial visits, and 18 
by approved discharge. Also eliminated 
were 23 patients who were worse or had 
shown no improvement, 16 who refused 
medication, 4 who became seriously de- 
pressed, and 1 who was transferred. Finally, 


6 The study protocol, reproduced in its entirety in 
the Transactions of the Third Annual Research Con- 
ference in Chemotherapy in Psychiatry, contains con- 
siderable detail concerning selection of patients, the 
randomization procedures, precautions, restrictions, 
laboratory controls and forms. 


21 patients were dropped ; 12 because of 
side effects and 9 due to deviant laboratory 
findings. 

Drugs, Dosage, Duration of Treatment : 
Identical-appearing coded medications were 
supplied to the hospitals from a central 
point in the following strength capsules : 
chlorpromazine, 50 and 200 mg.; triflu- 
promazine and mepazine, 25 and 50 mg. ; 
prochlorperazine, 10 and 25 mg. ; perphena- 
zine, 8 and 16 mg. ; phenobarbital, 32 mg. 
These doses were chosen as equivalent 
on the basis of the manufacturer’s recom- 
mendations. During the first 4 weeks of 
treatment, a fixed progressive dosage sched- 
ule was followed in all treatment groups : 
day 1, one low strength capsule; day 2, 
two low strength; day 3, three low 
strength ; day 4, one high strength; days 
5 through 14, two high strength; days 15 
through 28, three high strength. During the 
remaining 8 weeks of the study, a flexible 
schedule was used in which the physician 
adjusted the dose, within limits of 1 to 6 
high strength capsules daily, to produce 
optimal therapeutic effects in his individual 
patients. 

Figure 1 shows the average number of 
capsules prescribed per week during the 
fifth through the twelfth weeks for patients 
in each of the 6 treatment groups. The 
average daily dose of each drug during the 
flexible dosage period was as follows : chlor- 
promazine, 635 mg.; triflupromazine, 175 
mg. ; mepazine, 190 mg. ; prochlorperazine, 
90 mg. ; and perphenazine, 50 mg. 

After the fifth week there were reliable * 
variations among the treatment groups in 
number of capsules prescribed. Fewer cap- 
sules were prescribed for chlorpromazine 
patients than for any other group during 
the sixth week. In the eighth week and for 
the remainder of the study, significantly 
fewer capsules were prescribed for chlor- 
promazine and perphenazine patients than 
for mepazine or phenobarbital patients. 
Physicians used the full range of 1 to 6 cap- 
sules daily for each medication. 


METHODS OF EVALUATING TREATMENT 


Clinical Status: Clinical changes in pa- 
tients were measured by two rating de- 


7 All differences discussed are statistically significant 
at or beyond the .05 level. 
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Average Weekly Dose of Capsules During the 
Flexible Dosage Period. 


-DOSE EACH CASULE: mo. 
@ Mepazine 50 
Phenobarbital 32 
@ Triflupromazine 50 
Prochlorperazine 25 
o Perphenazine 16 
4 Chlorpromazine 200 


NUMBER CAPSULES PER WEEK 


_ 


WEEKS 
Ficure 1 


vices : the MSRPP and the Clinical Esti- 
mate of Psychiatric Status scale-CEPS(15). 
The MSRPP consists of two parts, the clini- 
cal interview section completed by a 2- or 
3-man team of psychologists and psychia- 
trists, and a ward behavior section based 
on the observations of a 2- or 3-person team 
of nurses and nursing assistants. The 
MSRP? yields a total morbidity score which 
is an overall index of psychopathology and 
11 additional scores which represent symp- 
tom clusters. The reliability of the MSRPP 
was estimated by having each member of 
the clinical and ward teams make their pre- 
treatment judgments independently before 
arriving at team consensus evaluations( 16). 
The CEPS required judgments from psy- 
chiatrists on 12 items of psychopathology 
and prognosis. Patients were evaluated by 
both rating devices before and after 4 and 
12 weeks of treatment. 

Untoward Symptoms: The presence or 
absence of 18 specific symptoms and signs 
were checked and recorded weekly by. the 


physician. These included adverse be- 
havioral effects, disturbances of the central 
and autonomic nervous systems and al- 
lergic reactions, chosen on the basis of 
known side effects of the phenothiazines. 

Laboratory Measures : Hematologic tests 
included differential and total leucocyte 
counts obtained just before treatment and 
each week during treatment. Serum gluta- 
mic oxalacetic-transaminase (SGO-T) or 
serum alkaline phosphatase determinations 
were used as screening hepatic tests. Either 
of these tests was requested before treat- 
ment and then weekly for the first 5 weeks. 
If either was abnormal, a battery of ad- 
ditional hepatic tests was to be ordered. 
Pulse rate and blood pressure were re- 
corded dail. for the first weeks of treatment 
and morning temperatures were recorded 
daily for the first 8 weeks. 


STATISTICAL ANALYSIS 


The statistical model for evaluating the 
relative therapeutic effectiveness of the 
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study drugs was analysis of multiple co- 
variance (simple randomized design). Each 
of the 24 criterion measures derived from 
the MSRPP and CEPS was analyzed for 
relative changes in clinical status during 
the first 4 weeks, the following 8 weeks, 
and over the entire 12-week study period. 
Final criterion mean scores in each analysis 
were adjusted for initial status on the 
criterion being analyzed as well as for the 
net effect of 11 control variables : age, edu- 
cation, occupational level, marital status, 
number of previous hospitalizations, nature 
of onset of first and current illness, months 
since condition first required medical at- 
tention, initial weight, history of previous 
tranquilizers and morbidity. In addition to 
adjusting the criterion means of the 6 
treatment groups for whatever differences 
existed prior to treatment despite random 
assignment, this technique statistically elim- 
inated that portion of the variability of the 
criterion associated with the covariates. The 
net effect of the adjustment was to provide 
statistical equality of the treatment groups 


prior to treatment and to reduce the error 
term used in evaluating mean differences. 

One thousand and eighty comparisons 
were carried out; each of 6 treatment 
groups being compared with each other, 
yielding 15 comparisons for each of 24 
criteria over each of three time periods. The 
effect of making so many comparisons is to 
increase the likelihood of deciding there is 
a significant difference when in fact there 
is not. The findings were subjected to a 
multiple range test(17, 18) for protection 
against this kind of error. 


RESULTS 

Criteria of Clinical Effectiveness: Ad- 
justed mean morbidity scores (MSRPP) for 
each of the 6 treatment groups are shown in 
Figure 2. The pretreatment mean is based 
upon the entire sample of patients. Even 
at the end of 4 weeks of treatment, a signifi- 
cant reduction in total morbidity had been 
produced by chlorpromazine, trifluproma- 
zine, prochlorperazine, and perphenazine as 
compared with phenobarbital. The differ- 
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Adjusted Mean Morbidity Scores (MSRPP) 
after 4. and 12 Weeks of Treatment. 


Phenobarbital 
e Mepazine (Pacatal ) 
a Chlorpromazine (Thorazine) 


MEAN MORBIDITY SCORE (MSRPP) 


Lo Perphenazine (Trilafon) 
Triflupromazine (Vesprin) 


a Prochlorperazine (Compazine) 


PRE-TREATMENT 4 wks. 
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ence between mepazine and phenobarbital 
was not significant at this time. When 12 
weeks of treatment had been completed, all 
5 phenothiazines had reduced morbidity 
significantly more than phenobarbital. Four 
of the phenothiazines were superior to 
mepazine at both the 4th and 12th week 
evaluations. There were no significant dif- 
ferences among the 4 more effective drugs. 
Even though the differences shown in 
Figure 2 between prochlorperazine and tri- 
flupromazine may appear to approach sig- 
nificance, this difference has a p value 
> .20. 

The results of the analyses of relative 
change in the remaining 23 criteria of 
clinical effectiveness have been organized in 
Table 1 to emphasize the 3 main findings 
which occurred during two time p< riods.® 


8 Detailed statistical tables containing the ad- 
justed means, F ratios, and results of the multiple 
range test for all criteria at the three evaluation 
periods may be found as a supplement in the Ap- 
pendix of the Transactions of the Fourth Annual 


1. All five phenothiazine derivatives were 
therapeutically effective, i.e., they were 
superior to phencbarbital, the control drug, 
in respect to some important criteria of 
improvement. There were no instances in 
which the phenobarbital group showed 
reliably greater improvement than the 
phenothiazine groups. The ways in which 
all phenothiazines were superior to pheno- 
barbital are shown in the upper portion of 
Table 1. 

2. One of the phenothiazine derivatives 
was less effective than the other four. In 
every instance that mepazine surpassed 
phenobarbital, wll other phenothiazines also 
did so. In the middle portion of Table 1 are 
listed those criteria of clinical effectiveness 
on which all phenothiazines except mepa- 
zine exceeded phenobarbital. In the lower 
third of Figure 1 are presented those cri- 


Research Conference on Chemotherapy in Psychiatry. 
Inquiries concerning additional statistical or pro- 
cedural details may be directed to the Central NP 
Research Laboratory, Perry Point, Md. 


TABLE 1 


CLinicAL DirFERENCES BETWEEN VARIOUS PHENOTHIAZINE DERIVATIVES AND 
PHENOBARBITAL OR MEPAZINE IN NEWLY ADMITTED SCHIZOPHRENIC MEN 


Patients receiving chlorpromazine, mepazine, perphenazine, prochlorperazine and _trifluproma- 
zine were more improved than those receiving phenobarbital in the following ways : 


After 4 Weeks 
Less: resistive; belligerent; thinking dis- 
turbance ; nursing care required. 


After 12 Weeks 
Same gains as after 4 weeks plus: less likely 
to injure others ; greater chance for early dis- 
charge ; greater chance for independence and 
self-support following discharge ; illness less 
severe ; condition improving; decrease in 
symptoms. 


Patients receiving chlorpromazine, perphenazine, prochlorperazine and triflupromazine were 
noted more improved than those receiving phenobarbital in the following additional ways : 


After 4 Weeks 
Less: motor disturbance; likely to injure 
self. Decrease in symptoms, illness less severe, 
condition improving. 


12 Weeks 
Less : motor disturbance ; likely to injure self ; 
paranoid projection; perceptual distortion ; 
AWOL potential. More participation in activi- 
ties. 


Patients receiving chlorpromazine, perphenazine, proclorperazine and triflupromazine were more 
improved than those receiving mepazine as follows : 


After 4 Weeks 
Less : paranoid projection ; motor disturbance. 


After 12 Weeks 
Less: motor disturbance; perceptual dis- 
tortion ; belligerence ; thinking disturbance ; 
likely to injure others ; melancholy agitation. 
Decreased symptoms and greater chance for 
discharge. Condition improving. 
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teria with respect to which chlorpromazine, 
triflupromazine, prochlorperazine, and per- 
phenazine were better than mepazine. 
There were no instances in which any of 
these phenothiazines was reliably worse 
than mepazine. 

3. The remaining four phenothiazine 
derivatives were not differentiated from one 
another in therapeutic effectiveness. Over 
the entire 3-month period there were no 
significant differences among these 4 treat- 
ment groups on any of the 24 criteria. 


SIDE EFFECTS AND LABORATORY FINDINGS 


Only 21 patients (3%) were discontinued 
from treatment because of side reactions 
or deviant laboratory tests, this number 
being fairly evenly distributed among the 
6 treatment groups. Five patients were 
dropped because of leucopenia. Four had 
deviant hepatic tests. Other reasons for 
termination included: 3 cases of Parkin- 
sonism, 1 epigastric pain, 1 photophobia, 
1 dermatitis, 2 deviant temperature or 
blood pressure, and 4 patients who became 
pale, nauseated, weak or hypotensive. 

A detailed report of the abnormal symp- 
toms, signs and laboratory tests has been 
published elsewhere(19). The piperazinyl- 
phenothiazines, perphenazine and prochlor- 
perazine, produced most of the side effects 
followed by the aliphatic phenothiazines, 
chlorpromazine and triflupromazine. Mepa- 
zine and phenobarbital produced the fewest 
side effects. Although the extrapyramidal 
syndrome was unique for the phenothia- 
zines (and most pronounced with the piper- 
azinyl derivatives), most of the other side 
effects measured, including adverse be- 
havioral reactions and autonomic nervous 
system effects, were also reported in some 
measure for phenobarbital. Hematologic 
changes (leucopenia, eosinophilia, and leu- 
cocytosis ) were encountered with all drugs 
without significant differences in frequency. 
The same was true of abnormal hepatic 
tests, none of the patients having a definite 
clinical picture of jaundice. 


DIscussION 


Since this study was designed as a com- 
parative evaluation of 4 newer phenothia- 
zines with chlorpromazine serving as a 
standard or reference treatment, emphasis 


was placed upon the relative effectiveness 
and toxicity of these 5 agents rather than 
the evaluation of any one considered inde- 
pendently. Phenobarbital, mimicking some 
of the properties of the phenothiazines, was 
included as an active placebo. To be con- 
sidered an effective agent, any phenothia- 
zine derivative should be superior, at least, 
to a conventional sedative. 

The fact that all the phenothiazines 
studied were effective in reducing some 
aspects of psychopathology is evident from 
their comparison with phenobarbital and is 
consistent with most published reports. Of 
greater interest are the symptoms affected. 
After one month of treatment with these 
drugs, patients were less resistive, belliger- 
ent, and disturbed in their thinking than 
patients receiving phenobarbital. These 
changes were accompanied by a decrease 
in the amount of physical nursing care 
required. Further gains were made during 
the last two months of the study. Psychiatric 
judgments indicated that patients receiving 
the phenothiazine derivatives had better 
prospects for early discharge and were more 
likely to be independent and self-supporting 
after discharge than patients receiving 
phenobarbital. 

In short, any of the 5 phenothiazine deriv- 
atives produced clinical effects superior 
to phenobarbital. It is inferred that these 
5 agents would be superior to an inert 
placebo group or to a group that had re- 
ceived no capsules at all. The reduction in 
morbidity of the phenobarbital group dur- 
ing treatment was slight and did not reach 
significance. A previous VA cooperative 
study based on a large sample of chronic 
schizophrenic patients demonstrated that 
neither a placebo nor phenobarbital had 
therapeutic value nor was either more ef- 
fective than the other(1). 

Although all the phenothiazines were 
more effective than phenobarbital, mepa- 
zine was less effective than the other four. 
This finding may be related to differences 
in chemical structure as discussed by Him- 
wich(20). One explanation of mepazine’s 
apparent inferiority might be that it had 
been used at too low a dose. During most of 
the first month of treatment, mepazine pa- 
tients received 150 mgs./day, the lower 
limit of the range of maximal therapeutic 
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effectiveness as defined by Feldman(21). 
The largest amount a patient in this study 
could receive during the flexible dosage 
period was 300 mgs./day, the upper limit of 
Feldman’s range. That 150 mgs./day was 
not optimal is clearly demonstrated by the 
increments in mean dosage of mepazine 
shown in Figure 1. Although the mean 
daily dose of mepazine given to patients 
during the flexible dosage period was 190 
mgs., in the final weeks of the study, ap- 
proximately a third of these patients were 
receiving the maximum amount allowed by 
the study protocol (300 mgs.) and side 
effects were minimal. In the light of current 
knowledge, it may be assumed that the unit 
dose of mepazine used in this study should 
have been approximately that of chlorpro- 
mazine. 

The interpretation of the finding that 
the 4 remaining phenothiazines did not dif- 
fer significantly is not an obvious one. Sta- 
tistical logic does not permit the conclusion 
that these compounds are identical in 
action. Interpretation must be guided by 
the experimental conditions which pro- 
duced the results. The purpose of random 
assignment of patients to treatment, the 
double blind procedure and statistical ad- 
justment for initial differences was to pre- 
vent one treatment group from having an 
advantage over any other except in terms 
of the treatment being evaluated. The 
flexible dosage schedule was chosen to al- 
low each drug to be evaluated at approxi- 
mately optimal dosage. ‘The choice of cri- 
teria of clinical effectiveness was intended 
to encompass a large portion of the domain 
of psychopathology. The reliability of the 
MSRPP was investigated and considered 
satisfactory. However, some may feel that 
such measures are either too insensitive to 
capture the subtle avances of drug differ- 
ences or have missed important areas of 
behavioral change. Within the limitations 
of this design, the findings are consistent 
and are considered reliable. 

The high dropout rate (168 patients, 
26%) in this study raised two questions. 
First, was there any evidence of selective 
dropout related to treatment group? In 
terms of total number of dropouts in each 
treatment group from all causes, there were 
no significant differences between the 


groups. However, a disproportionate num- 
ber of patients on triflupromazine were out 
of the hospital (26 of a tctal of 85) prior 
to the end of the treatment period. It is 
difficult to evaluate this as a biasing factor, 
in that 16 of these patients left against 
medical advice or without permission, 
which may not necessarily relate to the 
results of treatment. A disproportionate 
number of patients on phenobarbital and 
mepazine (16 of a total of 23) were 
dropped because of lack of improvement or 
worsening of their condition. This situation 
was consistent with the clinical findings and 
did not constitute a source of obscuring 
bias. Second, were these patients different 
in any way from those completing the 
study ? Patients who left the hospital prior 
to the end of the study for whatever reason 
were in general not as ill initially as those 
remaining until the end of the study. Pa- 
tients leaving without medical approval, 
the greatest number of whom were in the 
triflupromazine group, had lower morbidity 
scores, were less depressed and withdrawn 
and showed less disturbance in thinking 
before treatment than did those who re- 
mained in treatment for the entire period. 
When this study was conceived, the con- 
trolled evaluation of side reactions and 
abnormal laboratory results during therapy 
with phenothiazine drugs was considered 
potentially more important than therapeutic 
differences between the drugs. In some 
respects this prediction was true, though 
not in the manner thought. The most out- 
standing finding was the comparative pau- 
city of severe abnormalities, accounting for 
only a 3% loss in the total sample. Next in 
interest was the lack of difference in prev- 
alence of abnormal symptoms, signs, and 
laboratory tests between the phenothiazines 
and, surprisingly, phenobarbital. In the 
case of phenobarbital, these abnormalities 
included such adverse behavioral effects as 
depression or agitation, autonomic effects 
such as blurred vision or dry mucous mem- 
branes, such presumed central nervous ef- 
fects as akathisia, as well as eosinophilia, 
leucocytosis, leucopenia and abnormal he- 
patic tests. In many instances, these ab- 
normalities probably represented manifes- 
tations of schizophrenia or spontaneous 
fluctuations completely unrelated to drug 
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therapy. The failure to encounter any in- 
stance of frank jaundice or agranulocytosis 
in 530 patients treated with phenothiazine 
derivatives suggests that these complica- 
tions may have been more feared in the 
past than was warranted. In view of the 
frequent abnormalities associated with phe- 
nobarbital therapy, especially those not 
commonly attributed to this drug before, 
one must be cautious in ascribing all that 
happens during drug therapy to the drugs 
being used. The original intent to discover 
some index between therapeutic effective- 
ness of the drugs and side reactions or 
laboratory abnormalities was not feasible 
with so little difference between the agents 
in either regard. 

Although this study offers considerable 
information regarding the clinical effective- 
ness, side effects, and toxicity of 5 pheno- 
thiazines used under the described condi- 
tions, the data necessary to guide drug 
therapy of individual schizophrenic pa- 
tients are not provided. With the data from 
this and other studies and his personal ex- 
perience with drugs as background ma- 
terial, the physician must still select a 
specific drug for an individual patient, tak- 
ing into consideration such factors as speed 
of action; dosage schedules; treatment 
goals ; combinations, potentiation, and se- 
quences of drugs ; duration of effects ; cal- 
culated risks and safety; convenience ; 
cost ; subjective patient response ; compat- 
ability with other treatments; and any 
special features or unique advantages of a 
given drug. 

SUMMARY 

Six hundred forty newly-admitted schizo- 
phrenic men in 35 VA hospitals were 
randomly assigned to chlorpromazine, tri- 
flupromazine, mepazine, prochlorperazine, 
perphenazine and phenobarbital groups. 
Treatment followed a double blind pro- 
cedure for 12 weeks. Patients were started 
on low “equivalent” doses of each drug 
which were gradually increased in a pre- 
determined manner during the first 4 weeks. 
During the final 8 weeks, each prescribing 
physician adjusted the dose for each of his 
patients in order to evoke an optimal thera- 
peutic response. 

Average daily doses during the flexible 
period were: chlorpromazine, 635 mg. ; 


triflupromazine, 175 mg.; mepazine, 190 
mg. ; prochlorperazine, 90 mg. ; and per- 
phenazine, 50 mg. Clinical evaluations using 
two rating scales provided 24 criteria of 
change. For each criterion, the mean of 
each of the 6 treatment groups adjusted for 
the net effect of 12 control variables was 
compared by analysis of multiple covari- 
ance with the mean of every other treat- 
ment group at each of three evaluation 
periods; first month, the following 2 
months, and over the entire 3 months. Side 
effects, hematologic and hepatic function 
data were also recorded during the course 
of treatment. One hundred sixty-eight pa- 
tients failed to complete the study. 

In general, the results indicated that all 
5 phenothiazine derivatives were therapeu- 
tically more effective than phenobarbital. 
Mepazine was less effective than the other 
4 drugs at the doses employed. No signifi- 
cant differences in therapeutic efficacy were 
noted between chlorpromazine, triflupro- 
mazine, prochlorperazine, and perphenazine. 
Criterion measures showing change toward 
improvement after treatment with pheno- 
thiazine derivatives included resistiveness, 
belligerence, thinking disturbance, and de- 
gree of illness. Other criteria affected favor- 
ably, especially by the 4 more potent pheno- 
thiazines, were motor disturbance, paranoid 
projection, perceptual distortion and with- 
drawal. 

Only 21 patients (3%) were discontinued 
from treatment because of side reactions or 
deviant laboratory tests. Most side reactions, 
especially the extrapyramidal syndromes, 
were produced by perphenazine and pro- 
chlorperazine. Phenobarbital was associated 
with a number of side reactions (“tur- 
bulence,” autonomic symptoms) commonly 
attributed only to the phenothiazine deriva- 
tives. Abnormal hematologic tests includ- 
ing eosinophilia, leucocytosis and leuco- 
penia were neither frequent nor severe. The 
distribution of the 36 patients with leuco- 
penia was not significantly different among 
the treatment groups. Continued treatment 
with the drugs in 31 leucopenic patients 
produced no case of agranulocytosis. Al- 
though abnormal hepatic tests occurred in 
88 patients, these were sporadic. No clear- 
cut case of jaundice or hepatic dysfunction 
was encountered during treatment. 
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MODES OF ABSTRACT THINKING AND PSYCHOSIS 
N. McCONAGHY, M.B., D.P.M.! 


Surprisingly little interest has been taken 
in recent decades by either psychiatrists or 
psychologists in the ways in which people 
think. Evidence of this is the present wide- 
spread rejection of the distinction between 
the schizophrenic and paranoid groups of 
psychoses, established by psychiatrists at 
the turn of the century on the basis of the 
difference they observed in the types of 
abstract thought found in these two con- 
ditions. The fact that this difference exists 
has never been denied, it is now not con- 
sidered of sufficient importance to justify 
the distinction into two illnesses. However, 
in medicine when the aetiology of an illness 
is not known, it is considered a separate 
condition if a common symptomatology and 
prognosis is present. In this case, along with 
the difference in thinking between schizo- 
phrenia and paranoia there is also a differ- 
ence in outcome. It therefore seems that a 
prejudice exists against considering intel- 
lectual processes as symptoms. This is fur- 
ther evidence of the influence of psycho- 
analytic thought on orthodox psychiatry, as 
within that frame-work it is impossible to 
consider modes of thinking as other than 
secondary to emotional disturbances. Freud 
(1) himself led the way in abandoning the 
distinction between these two conditions 
when he based his theory of paranoia on 
the autobiographical writings of a patient 
suffering from  schizophrenia—“paranoid” 
schizophrenia (another lamentable instance 
of the confusion wrought in psychiatry by 
the use of adjectives in an entirely different 
sense from their nouns(2, 3). This disin- 
terest has again been demonstrated in the 
neglect of Bleuler’s brilliant description (4) 
of the mode of thinking which he termed a 
“loosening of the associational structure” and 
which he considered the primary symptom 
of schizophrenia. This valuable finding is 
rendered meaningless if the paranoid group 
of psychoses are included as a sub-group of 
schizophrenia, when as Bleuler emphasised, 
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they are characterised by an entirely dif- 
ferent, one could say opposite, form of 
thinking. 

Just as knowledge of the physiological 
and pathological disturbance of organs 
often throws light on their mode of func- 
tion, so study of these variations in thinking 
may provide insight into its mechanism. 
Bleuler put forward such a theory, based 
on his findings on schizophrenic thought, 
which may well repay examination : 


In analysing the disturbance of association, we 
must realise the influences which actually 
guide our thinking. Associations formed in 
terms of habit, similarity, subordination, cau- 
sality, etc., of course will never generate truly 
fertile thoughts. Only the goal-directed concept 
can weld the links of the associative chain into 
logical thought. (For example), the idea of 
water is quite different depending on whether 
it relates to chemistry, physiology, navigation, 
landscape, inundation or source of power. 
Each of these special ideas becomes connected 
with the other ideas by a quite different set 
of threads. No healthy person thinks of soda- 
water when his house is being swept away by 
a flood ; nor will he think of water as a medi- 
um of transportation when he is thirsty . . . 
in the normal mind only those particular con- 
cepts dominate the picture that belong to a 
given frame of reference . . . the (schizophren- 
ic) patients may lose themselves in the most 
irrelevant side-associations, and a uniform 
chain of thought does not come about. . . . 
(Schizophrenic) thinking operates with ideas 
and concepts which have no, or a completely 
insufficient, connection with the main idea and 
should be excluded from the thought-process. 
It is probable that in the normal psyche there 
are inhibitions which prevent the use of dis- 
parate associational material and hinder the 
transition to another theme. . . . The best 
known result of these tendencies is the “con- 
striction of the field of conscious awareness” ; 
that is the inability of healthy people to think 
of several different things simultaneously. . . . 
If these inhibitions can be overcome in the 
normal psyche, it is obvious they can fail com- 
pletely in schizophrenics . . . (a) lack of in- 
hibition. . . . 


Thus, from his observations of schizo- 
phrenic thought, Bleuler independently ar- 
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rived at an identical theory of mental func- 
tion as did Pavlov from his experiments 
with conditional reflexes in dogs, viz. that 
a mental act proceeded by the excitation of 
appropriate associations while the rest of 
the associations were placed under a state 
of inhibition. Pavlov(5) also found that 
dogs varied in “personality” according to 
the strength or weakness of these processes 
and considered human beings would show 
similar differences. That is, what Bleuler 
considered a symptom of schizophrenia—a 
weakness of inhibition—Pavloy found in 
some dogs as a permanent condition, pro- 
ducing a typical “personality.” If we were 
to accept Pavlov’s findings, we would 
put forward the hypothesis that the type 
of thinking found in schizophrenia is in fact 
one variety of normal thought and has been 
considered a symptom of schizophrenia be- 
cause it occurs in most patients with this 
illness, often in a more marked form. This 
is actually the conclusion the author came 
to from observing the thought processes of 
both schizophrenics and normals. It was 
initially noticed that, as many schizophrenic 
patients improved, the grosser forms of 
thought disturbance such as the tendency 
to invent new words, or to be so discon- 
nected in their thinking as to be unintel- 
ligible, disappeared. There was then left a 
characteristic type of abstract thinking. If 
a patient showing this form of thinking was 
encouraged to express ideas and form 
opinions rather than recount past experi- 
ences, there became obvious a _ certain 
vagueness or imprecision in his concept 
formation, so that his exact meaning was 
never clear. Also he would introduce new 
material the relevance of which was only 
partly, if at all, apparent. Of course this 
difference in type of thinking is quite 
subtle and at times is only apparent after 
some minutes’ conversation, but it was 
shown by the majority of the author’s pa- 
tients diagnosed as suffering from schizo- 
phrenia, and rarely by patients with other 
conditions. 

If the majority of mankind were colour- 
blind, persons without this defect would 
encounter great difficulty in persuading 
their fellows that objects could be distin- 
guished by their colour. Observations in 
psychiatry are often so subjective that in 


attempting to establish them, one feels 
placed in a somewhat similar position. The 
existence of a different type of thinking in 
otherwise normal people has been noticed 
previously by at least two psychiatrists and 
yet failed to be accepted. Bleuler said of 
the thought disorder he described, which is 
clearly identical with that noted by the 
author, that it persisted in cured or latent 
schizophrenics though it may require “pa- 
tient and persistent observation to reveal 
it.” Skottowe(6) described the thinking of 
many of his schizophrenic patients as show- 
ing what he called dys-symbole, which he 
defined as : 


a state of mind which manifests’ itself by the 
inability of the patient to formulate his con- 
ceptual thoughts upon personal topics or to 
discriminate the gradations of his emotions in 
language which is intelligible to others, not- 
withstanding that he may be in a state of clear 
consciousness, while he still retains word 
utilizing ability at the level of perceptual think- 
ing and is not aphasic in terms of sensorimotor 
neurology. 


It is clear that the type of thought dis- 
order described by Bleuler would produce 
this inability, though Skottowe may have 
noted it only in relation to the patient's 
thoughts on personal topics or his emotions, 
as these are generally the subjects discussed 
in a psychiatric interview. Skottowe em- 
phasised that this disturbance in thinking 
always persisted in spite of treatment. 

If this type of thinking in a schizophrenic 
patient never disappears, even though he 
may recover from the schizophrenic episode 
in all other respects, might it not have pre- 
ceeded the illness, in fact, have character- 
ised the patient’s thinking all his life? 
If so, one would expect to find a percent- 
age of normal individuals showing this 
type of thinking who have never had a 
psychiatric illness. This is what the author 
has observed. As this type of thinking be- 
came a clearly defined entity, it was noticed 
that some of his acquaintances showed it as 
clearly as did the recovered schizophrenics. 

Actually there was a precedent for this 
observation also. Rapaport(7) when in- 
vestigating the value of his Object Sorting 
Test found that if he scored it so as to in- 
dicate the presence of “loose” associations 
in his subjects’ thinking, schizophrenic pa- 
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tients scored highly, but so did a proportion 
of his normal control group, an indication 
that the type of thinking found in schizo- 
phrenic patients was also present in a per- 
centage of normal individuals. This finding 
was followed up in a study by Lovibond 
and the author already partly reported(8), 
which utilised the model of thinking pro- 
vided by Bleuler and Pavlov. 

Using this model, one would postulate 
that irrelevant associations in thinking are 
due to a general weakness of inhibition af- 
fecting all associations and therefore that 
the concepts formed by a subject would 
show a constant degree of irrelevance ir- 
respective of their content. Hence if a sub- 
ject could be encouraged to form concepts 
whose degree of irrelevance could be meas- 
ured, even though these concepts were 
completely unrelated to his personal or emo- 
tional problems, the measurement should 
correlate with the presence of this type of 
thinking observed in a clinical interview. 

An Object Sorting Test provides concepts 
measurable in this way. In this type of test 
one asks the subject why various groups of 
objects belong together. The degree to 
which his answer applies to objects not 
included in the group provides a measure of 
its irrelevance. For instance, Rapaport’s 
test utilises 33 objects commonly encoun- 
tered in everyday experience. A series of 
groups selected from these are presented 
to the subject, each group implying an 
abstract-conceptual definition of the objects 
in it, such as “eating utensils,” “smoking 
requisites,” “red” objects. The subject is 
asked “Why do all these objects belong to- 
gether ?” The degree to which his answer 
includes objects not in the group presented 
is a measure of its irrelevance. A score of 
one may be given to definitions of belong- 
ingness which would include not only the 
test group, but half the remaining test ma- 
terial also (e.g. “They all burn”) ; a score 
of two to definitions which would include 
all the test material (e.g. “They all belong 
in a house”) ; and a score of three to de- 
finitions which would include practically 
all inanimate objects in the universe (e.g. 
“They all come out of the ground”). Util- 
ising this modification of Rapaport’s method 
of scoring, it was shown that a score of 
above 6 correlated significantly with the 


presence of this type of thinking in schizo- 
phrenics and a score of 6 or less with its 
absence. Also it was shown that 10% of 
a control group of normals scored above 6. 
It is considered that this study provided 
objective evidence for the author’s observa- 
tion that a specific type of thinking, similar 
to that described by Bleuler and Skottowe, 
is found in a high percentage of schizo- 
phrenics and a smaller percentage of nor- 
mals, 

The question then arises, what deter- 
mines the presence of this type of think- 
ing in a particular individual, if it is not 
due to a schizophrenic illness? It has al- 
ready been advanced that it is due to a 
weakness of inhibition at the level of what 
Pavlov termed the higher nervous activity. 
He considered such variations in the 
strength of excitation and inhibition in dogs 
were determined constitutionally. Thi- is 
also the conclusion the author came to from 
observing the parents of patients and nor- 
mals with this type of thinking. In all 
cases, at least one parent showed this type 
of thinking. To put this observation on a 
more objective basis the parents of schizo- 
phrenic patients with thought disorder were 
tested with the Object Sorting Test. In 
every case at least one obtained a score of 
above 6 on the test, indicating the presence 
of this type of thinking(9). 

If one is to consider the hypothesis that 
this type of thinking is found in about 10% 
of normals and is inherited in dominant 
fashion, further problems must be con- 
sidered. Firstly, why does it occur in a 
much higher percentage of patients diag- 
nosed as suffering from schizophrenia ? It 
is considered that it acts as, or indicates the 
presence of, a predisposition to this illness. 
Why then does this hereditary predis- 
position to a severe and often chronic ill- 
ness affecting people early in the pro- 
creative period of their lives, not die out ? 
One reason is that obviously only a small 
percentage of people who show this type 
of thinking actually develop schizophrenia. 

In addition the author has been led to 
conclude that such thinking conveys ad- 
vantages to its possessors since they so 
frequently demonstrate great ability in cer- 
tain occupations. That it is particularly of 
value to artists is fairly obvious. People 
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who show it introduce into their thinking 
associations, the relevance or logic of which 
is only partially, if at all, immediately ap- 
parent to people without it. To choose a 
gross example, the ability to see people as 
birds or as other emotive or comical figures 
is plainly of great value to the cartoonist, 
and the schizophrenic nature of much ver- 
bal humour—the partial irrelevance and par- 
tial relevance of such a transposition as “the 
all leather Goon Show”—is widely recog- 
nised. A more subtle but no less real ad- 
vantage is given to the serious visual artist 
—the ability to see in certain shapes rela- 
tionships of emotional significance which 
the rest of us would reject preconsciously as 
not relevant until actually faced with them. 
The gifted writer who is prevented by this 
condition from being fully aware of the 
logical grounds on which people act, is 
sensitised to the emotional ones and can 
"depict a world of people acting on strange 
impulses which is clearly of sufficient, even 
if partial, truth to provide a powerful ex- 
perience for his readers: D. H. Lawrence 
is a perfect if a somewhat extreme example. 

However, in the intellectual sphere there 
is also profit to be had from this type of 
thinking. The learning of entirely new 
modes of thinking—as in mathematics and 
electronics—is apparently made easier, to 
judge by the success in these fields of 
people with this type of thinking. The 
reality of \/-1 or the acceptance that a 
particle can also be a wave must be less 
of a problem to people not restricted by in- 
exorable logic. As well as its aid to creativ- 
ity which can obviously apply only to a few, 
this condition also increases its possessor’s 
ability to appreciate and profit by innova- 
tions of all sorts. These persons, therefore, 
encourage progress not only in the arts but 
also in business, and are often found making 
a success of what seemed initially a very 
odd idea. Probably their mos: obvious 
characteristic and perhaps their greatest 
attribute is their tendency in every-day life 
to be more sensitised to, and aware of, the 
emotional side of the behaviour of others, 
to be intuitive rather than deductive, and if 
this often leads them into falsity and ex- 
aggeration, inpeccable logic, for all its 
greater social acceptability, can do like- 
wise. For it is considered by the author 


that this in extreme form also exists as a 
special type of thinking which can equally 
distort reality yet equally throw light on 
certain of its aspects. 

It was considered that the type of think- 
ing already discussed was due to a weak- 
ness of inhibition. What would result if 
inhibition were extremely strong ? Once a 
series of ideas were logically connected 
they would tend to inhibit the rest of the 
associations and so be less likely to be af- 
fected by implications to the contrary. The 
author has noted thinking of this sort in pa- 
tients with paranoid forms of illness and 
again been led to notice the same thinking 
in normals. 

When a paranoid patient informs you of 
his delusional beliefs, every nuance in the 
behaviour of others, every minor change 
in his environment, which would be dis- 
missed as coincidental by others, but which 
can be logically related to his beliefs by the 
patient, is recounted in remorseless detail. 
One feels a growing irritation with this 
terribly prolonged account of unimportant 
incidents which, to the patient, are proof 
positive of his beliefs. If then one goes to a 
committee meeting one may feel the same 
sense of irritation as one of its members 
puts forward with unanswerable logic some 
prolonged argument such as that if a partic- 
ular step is taken it may establish a pre- 
cedent which may permit various un- 
desirable consequences. Considerations of 
expediency are ignored by him and long 
after he realises he has lost the sympathy of 
the committee, he feels impelled by his 
conviction of the rectitude of his case to 
continue to argue it. A “bush-lawyer” is the 
local expression for such individuals. They 
inevitably feel resentful and misunderstood, 
unable to grasp why their perfectly argued 
case does not win universal acceptance. The 
author considers that here we are again 
dealing with an inherited type of thinking, 
predisposing the recipients to a paranoid 
psychosis. It is suggested that the delusions 
of persecution so common in this latter con- 
dition are a logical development from the 
constant reaction of annoyance such persons 
produce in others. That is, this type of 
thinking is the primary disturbance in para- 
noia, not unacceptable feelings of love, 
which are “reversed” into feelings of hatred 
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and “projected” on to the environment as 
was suggested by Freud(1). This type of 
thinking gives advantages to the possessor 
enabling him both to analyse events in 
detail and to build up logical theories to ac- 
count for his observations. Of course these 
theories may end as vast superstructures on 
fairly slender foundations, but as they are 
internally consistent they are held with 
great tenacity by their author and often win 
wide acceptance. It would seem that Freu- 
dian theory is itself such a construction, and 
has often been criticised as such. Unfor- 
tunately this has not prevented some if its 
critics from developing equally substantial 
psychological theories on equally slight 
observations. 

It is interesting to note the extent to 
which writers have been aware of these 
differences in people. The Broadway writers 
of comedy in particular have been fasci- 
nated by the scatter-brained, logically de- 
ficient woman and revelled in the triumph 
of her sound, though apparcntly “zany,” 
intuitions over what seems to appear to 
them a hard-hearted and hard-headed 
society with no time for frivolity : “Auntie 
Mame” and “The Solid Gold Cadillac” 
being two examples. A more sensitive por- 
trayal of a person with schizophrenic think- 
ing is that of Mrs. Moore in E. M. Forster's 
A Passage to India. In this novel two of her 
children are depicted as sharing her in- 
tuitive, sensitive nature and rather inco- 
herent speech, while the third child is a 
clear-thinking realist, an indication of the 
author’s awareness of the familial nature of 
the condition. Perhaps the most brilliant 
exposition of the paranoid thinker is in 
Othello. The inability of the hero to reject 
his belief that Desdemona’s loss of the 
handkerchief is proof of her infidelity once 
this idea is incorporated into his logical 
system is one of Shakespeare’s many bril- 
liant insights. In my experience with para- 
noid patients it has been paralleled again 
and again by the significance one has at- 
tached to the shifting of the fluid level in a 
bottle of poison, another to the crushed 
appearance of his wife’s bed-covering, and 
so on. Once again the observations have 
been made by the artist long in advance of 
the psychiatrist. 


In summary, it is suggested that all per- 
sons’ thinking is not identical. Two extreme 
modes of thinking are described. In the 
first, the ability of the mind to exclude 
logically irrelevant associations is weakened 
so that thought processes are vaguer and 
more dominated by intuition. In the second, 
the ability of the mind to give a logical 
meaning to environmental events is strength- 
ened, so that once such a meaning is found, 
it is held with greater tenacity, while op- 
posing considerations have less influence, 
resulting in a triumph of logic over com- 
mon-sense. Evidence is advanced that the 
first type of thinking affects about 10% of 
the population, acts as, or indicates the 
presence of, a predisposition to schizo- 
phrenia and is inherited in dominant fash- 
ion. It is the author’s impression that the 
second type of thinking acts as a predis- 
position to paranoid psychoses and a pos- 
sible mechanism is suggested. It is further 
suggested that these types of thinking could 
result respectively from a weak and a very 
strong process of inhibition in the higher 
nervous activity, to use Pavlov’s theory of 
mental function. 
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INTRODUCTION 
Why do some psychiatrists prescribe 
drug therapy for their patients more than 
do others? The answers to this question 
form part of the larger problem of under- 
standing the process of decision-making in 
psychiatric treatment. The factors involved 
in any treatment decision are many: the 
psychopathology being treated, social back- 
ground of the patient, the treatment setting, 
the treatment goals, alternative treatments 
available, and the orientation and person- 
ality of the psychiatrist. In recent years, 
excellent studies have clarified our under- 
standing of a number of these factors. For 
example, Hollingshead and Redlich have 
demonstrated that the patient's social class 
is frequently a significant determinant of 
the form of psychiatric treatment he re- 
ceives(1). Other studies have directed at- 
tention to the importance of the social 
characteristics of the treatment setting(2). 
It would appear, however, that even with 
similar patients and in comparable settings, 
psychiatrists differ in their propensity to 
utilize the currently available therapies. 
There is now a small, but growing, litera- 
ture on the personal feelings and values of 
the psychiatrist relating to his use of dif- 
ferent therapies. Studies, mainly by psy- 
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chiatrists and social scientists, have shown 
that the more the psychiatrist is oriented 
towards psychotherapy and the greater is 
his commitment to a psychodynamic theo- 
retical approach, the less likely he is to 
use the somatic therapies(3, 4, 5). Others, 
primarily psychoanalysts and dynamically- 
oriented psychiatrists, have suggested that 
in prescribing the somatic therapies, the 
psychiatrist is inappropriately applying the 
traditional medical role-model to psychiatry 
(6, 7, 8). In addition, irrational feelings, 
especially punitive motives and authori- 
tarian trends, have been ascribed to the 
psychiatrist who prescribes these treat- 
ments. 

While interpretations of this kind were 
originally applied to psychiatrists advo- 
cating psychosurgery and the shock thera- 
pies, they have recently been carried over 
to the users of the new psychopharmaco- 
logic agents. For example, Szasz, in dis- 
cussing drug treatment, equates the tran- 
quilizing drugs with restraint, regarding 
them as “chemical strait jackets”(8). He 
argues that they remove from the psychi- 
atrist the guilt and remorse which served as 
moral safeguards when he used the older 
and cruder forms of physical restraint. 
Szasz further states that drug treatment 
benefits the family and others around the 
patient, rather than being, as is usually 
claimed, primarily for the patient’s own 
welfare. This point of view is also shared 
by Meerloo who has compared drug therapy 
to “brainwashing” (9). 

It is worth noting that these observers 
actually employ only one edge of the psy- 
chodynamic sword. They postulate ir- 
rational emotions on the part of psychia- 
trists who use drug therapy. However, these 
same motivational concepts could be ap- 
plied to analyze the possible role of ir- 
rational factors in the non-use of drug ther- 
apy by other psychiatrists. 

This is a study of the use of drug therapy 
in a teaching hospital where the psychia- 
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trists were found to differ considerably in 
their use of drug therapy. The aims of the 
study were: (a) to develop measures of 
the differential use of drug therapy by 
psychiatrists ; (b) to determine the possible 
relationship between the psychiatrist's use 
of drug therapy and his personality char- 
acteristics, especially authoritarianism and 
related trends; and (c) to consider the 
possible ways in which irrational motives 
and feelings may be involved in low, as well 
as high, use of drug therapy. 


RESEARCH SETTING AND PROCEDURE 

The study was conducted on the adult 
inpatient services of the Massachusetts 
Mental Health Center (formerly, the Bos- 
ton Psychopathic Hospital), a small state 
hospital affiliated with the Harvard Medical 
School. The hospital specializes in short- 
term intensive treatment and is also well 
known as a training and research center 
(10). Its daily inpatient census expanded 
during the period of this study from 120 
to 170 patients. The admission rate varies 
between 600 and 900 patients a year. Over 
85% of the admitted patients were dis- 
charged to the community, the remainder 
being transferred to other institutions. The 
mean duration of hospitalization was 8.2 
weeks. The hospital treatment program em- 
phasizes individual and group psychothera- 
py. More than half of the patients receive 
psychotherapy. The treatment of adult in- 
patients is carried on predominantly by the 
resident psychiatrists under the supervision 
of staff psychiatrists, many of whom are 
members of the Boston Psychoanalytic 
Society. 

The study was carried out during a recent 
academic year, during which approximately 
35% of all admissions received drug therapy, 
either briefly or intensively, often in con- 
junction with other treatments, usually psy- 
chotherapy. Of those who received drug 
therapy, approximately one-half were given 
drugs within the first week of hospitaliza- 
tion. The mean duration of drug prescrip- 
tion was 6.3 weeks. 

Our sample consists of 12 resident psy- 
chiatrists in the first year of their training. 
They constitute the entire group of resi- 
dents assigned to the inpatient adult serv- 
ices during the year of this study. Almost 
all the resident psychiatrists were interested 


in learning psychodynamics and practicing 
psychotherapy, although they varied in 
the strength of their commitment to psy- 
chotherapy and in the range of their other 
professional interests(11). The residents ‘ 
were given a number of sociopsychological 
tests and were interviewed several times 
during the year regarding their hospital ex- 
periences and their attitudes toward various 
forms of treatment. 


THE MEASUREMENT OF DRUG USAGE 


As stated previously, 35% of the patients 
received drug therapy at some time during 
their hospitalization. While there are few 
published reports of rates of drug use in 
hospital settings(12, 13), it is our impres- 
sion that this represents a moderate degree 
of drug usage. From the information avail- 
able to us, both from the literature and from 
informal sources, the rate of drug therapy 
at this hospital appears to be lower than 
on the admission services of most public 
mental hospitals while higher than in pri- 
vate psychiatric hospitals or university train- 
ing centers. The overall percentage of pa- 
tients receiving drug therapy at this hospital 
has remained relatively stable in recent 
years. However, the individual psychiatrists 
have varied considerably in the extent to 
which they have prescribed drugs. Our 
first problem was to develop a valid index 
of a psychiatrist’s use of drug therapy. 

In developing this index, we were cog- 
nizant of the interaction between the in- 
dividual psychiatrist’s own inclinations and 
the influences, both overt and covert, upon 
him from the hospital milieu. The decision 
to prescribe drug therapy for a patient in 
the hospital setting is the result of com- 
plex social forces and group processes(14). 
In contrast to his colleagues in private prac- 
tice, the hospital psychiatrist often has to 
accommodate his theoretical persuasions 
and treatment orientations to the hospital’s 
administrative needs. In addition to ihe psy- 
chiatrist’s preferences, the needs and wishes 
of other staff members influence treatment 
decisions. Frequently, when drugs are pre- 
scribed, the initiative in the prescription 
comes from staff members other than the 
psychiatrists. In these situations, drug ther- 
apy, prescribed for only short periods, is 
being used for the temporary relief of severe 
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symptoms, the management of intercurrent 
ward crises or the resolution of temporary 
impasses in psychotherapy. In these in- 
stances, drug therapy is an ancillary rather 
than primary treatment. While no index of 
drug usage can be completely independent 
of these milieu influences, we attempted to 
derive an index which would be a valid 
and sensitive measure of the psychiatrist's 
use of drug therapy as a sustained treatment 
procedure. 

Information on the use of drugs was 
obtained by reviewing the hospital ex- 
perience of all patients admitted during 
the period of study. We surveyed the case 
records and ward charts of all patients ad- 
mitted to the hospital during an 11-month 
period from July 1 to the following June 1. 
For each patient admitted, we ascertained 
the resident psychiatrist responsible for his 
treatment and the duration, in weeks, of 
hospitalization. For those patients receiving 
drug therapy, we ascertained the interval 
between admission and the start of drug 
therapy, and its duration. 

The index used as the measure of each 
psychiatrist's prescription of drug therapy 
denotes the percent of the total hospitaliza- 
tion time that his patients were receiving 
drug therapy. This index was obtained by 
dividing the number of weeks the resident's 
patients were on drugs by the total weeks 
all of his patients were hospitalized. This 
index was derived for each psychiatrist. 
The lowest index obtained was 15%, in- 
dicating that this psychiatrist’s patients, 
taken as a group, received drug therapy 
during 15% of their total weeks of hospital- 
ization. The highest value was 52%. The 
mean value for the group of 12 residents 
was 28%. This index was considered to re- 
flect the resident’s utilization of drug ther- 
apy as a sustained and enduring form of 
treatment. 

We tested a number of different in- 
dices ; for example, the percentage of pa- 
tients a psychiatrist started on drug therapy 
during the first week of hospitalization, and 
the average duration of drug therapy. How- 
ever, the index described above proved the 
most useful. It is beyond the scope of this 
paper to present the data on indices of 
drug use and the inter-correlations among 
the different indices. It is worth noting that 


the indices differed in their correlations 
with the sociopsychological measures. The 
derivation of valid indices of drug usage 
remains an important research problem. 


DRUG USAGE AND AUTHORITARIANISM 


In the studies referred to earlier, various 
investigators hypothesized that the pro- 
pensity to use drug therapy reflected aspects 
of the psychiatrist’s authoritarianism. In our 
attempt to test this hypothesis, we em- 
ployed the F Scale as a measure of authori- 
tarianism(15). This scale contains a number 
of statements concerning authority, work, 
sex, aggression and human nature. Typical 
items are, “People can be divided into two 
distinct classes : the weak and the strong,” 
and “Sex crimes, such as rape and attack on 
children, deserve more than mere imprison- 
ment ; such criminals ought to be whipped 
in public or worse.” High scores have been 
shown to indicate a variety of authoritarian 
trends, including punitiveness and aliena- 
tion from one’s inner life. In recent years, 
this scale has been used in psychiatric set- 
tings and the scores of staff members have 
been found to relate to various aspects of 
hospital functioning( 16). Furthermore, pa- 
tients’ F scores have been shown to be pre- 
dictive of the type of treatment they re- 
ceive ; patients with higher F scores tend 
to receive ECT, while psychotherapy is 
more often given to patients with lower F 
scores(17, 18). 

The scores on this scale have a possible 
range from 10 to 70 points with a midpoint 
of 40. The mean F score in our sample was 
24 ; the range was 11 to 36. It is of special 
note that the highest F score did not reach 
the midpoint of the scale. Thus, as a group, 
the resident psychiatrists were strongly non- 
authoritarian. Their mean was very much 
lower, i.e. less authoritarian, than that of a 
sample of surgical residents(19), but com- 
parable to the means found in previous 
studies of other psychiatrists in America 
(16) and in Britain(20). Within this re- 
stricted range, from very low to moderately 
low F scores, was there any relationship be- 
tween authoritarianism and drug use? As 
shown in Table 1, the F Scale scores did 
correlate highly with the index of drug use. 
The F Scale correlated 0.66 with the index 
of drug usage. This correlation indicated 
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TABLE 1 


CoRRELATIONS BETWEEN PsyCHIATRISTS Use or Druc THERAPY 
AND THEIR SCORES ON SOCIOPSYCHOLOGICAL MEASURES” 


Index of 


Sociopsychological Measures 


Drug Use F Scale 


S Cluster 


C Cluster A Cluster 


Percentage of their 
total hospitalization 
time during which 
the psychiatrist's 
patients were on 


drug therapy 


.66°* 


.60°* 


.60°* 


* Spearman rank-correlation co-efficient (Rs). Source: Siegel, S., Nonparametric Statistics for the Be- 
havioral Sciences. New York : McGraw Hill Book Company, Inc., 1956. 


** Statistically significant. Critical values for sample size of twelve are 0.506 (p = 0.05) and 0.712 


(p = 0.01). 


that the higher a psychiatrist’s score on the 
F Scale, the more likely were his patients 
to receive drug therapy during their hos- 
pitalization. 

Further data bearing on the relationship 
of these personality trends to drug use were 
obtained from a newly developed Values 
Inventory(21), which was administered to 
the psychiatrists independently of the other 
tests. This Values Inventory contains 146 
statements dealing with personal feelings 
and interpersonal relations. The statements 
are grouped into 8 clusters, 3 of which were 
found to relate to drug usage. 


The S Cluster deals with issues of status and 
social hierarchies. A high score indicates high 
value on manifest status differences and on 
leader-follower relationships. An example is 
“There should be a definite hierarchy in an 
organization with definite duties for everyone.” 

The C Cluster deals with character and hon- 
or. A high score on this cluster indicates strong 
value on the exercise of strict self-control, the 
maintenance of honor, and a sense of duty. 
An item is “The higher type of person makes a 
sense of duty the groundwork of his character.” 

The A Cluster deals with assertiveness and 
aggression. A high score on this scale indicates 
strong value on dealing with problems in an 
active, outspoken, decisive fashion even if the 
feelings of others are hurt. An example is “I 
feel like criticizing someone publicly if he de- 
serves it.” 


Few of the resident psychiatrists scored 
high on any of these three clusters ; most of 
the scores were moderate to low. Thus, as 


a group, they did not value the assertive 
behavior, hierarchial status differences or 
ideas of duty measured by these three 
clusters. However, the range of scores on 
these clusters was wider than on the F 
Scale. As shown in Table 1, these three 
Value Clusters correlated significantly with 
the index of drug usage. These correlations 
indicate that the psychiatrists who use drug 
therapy frequently tend to value assertive 
and decisive behavior more than their col- 
leagues who use drug therapy to a lesser 
extent. They also place relatively greater 
value upon manifest status differences, 
sense of duty, and self-control than the psy- 
chiatrists who are low drug users. 


Discussion 


Our findings can be briefly summarized. 
The sample of psychiatrists, as a group, 
show a limited range—from moderate to low 
—with regard to both their use of drugs and 
their scores on measures of authoritarianism 
aud related values. Within this range, we 
found that, as their use of drug therapy in- 
creases, so also did the psychiatrists’ scores 
on the F Scale and on the 3 related Values 
Clusters. Stated otherwise, we have evi- 
dence of 2 treatment-personality patterns : 
first, what we shall call the “low” pattern, 
psychiatrists with very low scores on drug 
usage and authoritarianism ; and, second, 
the “middle” pattern, psychiatrists with 
moderate scores on both sets of measures. 

Although our sample showed only this 
restricted range, a possible third pattern 
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should also be considered—the “high” pat- 
tern, psychiatrists with relatively high rates 
of drug use associated with high scores on 
measures of authoritarianism. We have the 
impression that this “high” pattern would 
rarely be seen in most residency training 
centers, but might be found in more diverse 
psychiatric settings. 

How can we best understand these two 
patterns ? Let us first coasider the “middle” 
pattern. On the basis of their scores on the 
sociopsychological tests and information 
derived from participant observation and 
interviews, we have constructed the fol- 
lowing summary of the treatment orienta- 
tion and value preferences of the psychia- 
trists in the “middle” group. 

The psychiatrists in this “middle” group, 
to a greater extent than their colleagues in 
the “low” group, value assertiveness, self- 
control, and forceful leadership. Holding 
these values, they are willing to assume a 
moderate degree of authority and to exer- 
cise their medical responsibility in treating 
and caring for their patients. They consider 
it their obligation as physicians to use every 
reasonable means to promote symptom- 
reduction, to relieve the patient's distress, 
and to maintain a relatively stable ward 
atmosphere. Their moderate, rather than 
low, rate of drug usage is consistent with 
this orientation. 

To what extent are irrational feelings and 
motives involved in the behavior of these 
psychiatrists ? The fact that they earned 
higher F scores than the “lows” might be 
interpreted as supporting the view ex- 
pressed in the literature cited earlier ; name- 
ly, that their propensity to use somatic 
treatments is a reflection of punitiveness and 
related authoritarian qualities. Their more 
traditional definition of their medical role, 
as the doctor who works on, rather than 
exclusively with, his patients, could be re- 
garded as another expression of moderate 
authoritarian tendencies. It could also be 
hypothesized that their use of drugs is 
motivated not merely by a wish to help their 
patients, but also by some defensive need to 
control patients’ impulsive or disturbed be- 
havior which the psychiatrists themselves 
find threatening. 

However, this interpretation is based 
upon two assumptions : first, that moderate 


drug use in itself reflects the punitiveness, 
the defensiveness and the nondynamic ap- 
proach to patient care alleged to be present 
in psychiatrists who use drugs and other 
somatic therapies to a great extent; and 
second, that their range of scores on the 
F Scale represents to only a lesser degree 
the same pattern of personality dynamics 
demonstrated for high F scorers(15). It 
can be argued, however, that neither of 
these assumptions is valid. It is possible that 
the psychiatrists in the “middle” pattern are 
using drugs flexibly and with consideration 
of their patients’ varied needs ; that is, in 
a nonpunitive and nondefensive manner. 
Similarly, their middle range of F scores 
may not represent only quantitatively less 
authoritarianism but rather may involve the 
operation of qualitatively different person- 
ality trends involving such features as the 
willingness to accept responsibility and the 
capacity to set limits on deviant behavior. 

Let us now examine the “low” pattern in 
a similar manner. The “low” psychiatrists 
are more opposed than their “middle” col- 
leagues to status hierarchies and to assertive 
behavior, especially when such behavior 
might be violating the feelings of others. 
Believing in these values, they prefer psy- 
chological treatments which maximize 
patient’s role as an active participant in 
his own treatment. The “low” psychiatrists 
see a conflict between the traditional medi- 
cal role, with its emphasis of taking re- 
sponsibility and active intervention, and 
their concept of the psychiatrist's role as 
primarily that of the psychotherapist. Their 
limited drug use is consistent with these 
values ; values also expressed, explicitly or 
implicitly, in the writings of Szasz, Meerloo 
and others who are critical of the use of 
somatic therapies in psychiatry. 

However, the same question can be asked 
of the psychiatrists in the “low” pattern as 
was previously asked of the “middle” pat- 
tern : To what extent are irrational feelings 
and motives involved in their attitudes and 
behavior ? It may be argued that irrational 
forces are operating when they delay or 
avoid, prescribing drug therapy for patients 
who might benefit thereby. From the results 
of previous studies of low F scores, it could 
also be inferred that the inhibition of ag- 
gression as well as strong identification with 
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the underdog may be features of their per- 
sonalities. Psychiatrists with these tenden- 
cies may disapprove of drug therapy from 
an irrational fear that this would punish or 
limit their patients. Possibly, these tenden- 
cies reflect a confusion of authoritarianism 


with authoritativeness. The high value 


placed by them on psychological modes of 
treatment may also be accompanied by in- 
security about their own psychotherapeutic 
skills. In this insecure position, they may 
perceive the use of drugs as an indication of 
the failure of their psychotherapeutic ef- 
forts. We observed that their aversion to 
acting in an assertive or directive manner 
was laden with emotion, indicating that this 
was an area of conflict for them. It may be 
that these concerns relate to their resistance 
to accepting the learning of techniques in 
drug therapy as a part of their psychiatric 
skills. 

Thus, the findings of this study relating to 
the psychological meaning of the “low” and 
“middle” patterns of drug use can be in- 
terpreted in different ways. Further re- 
search may demonstrate that irrational 
forces play a larger role in the decision-mak- 
ing behavior of the psychiatrists committed 
to one of these two treatment orientations. 
However, our own feeling, as yet untested, 
is that neither group has a premium on 
rationality. Within both groups, there prob- 
ably are wide differences in the degree to 
which treatment-decisions reflect defensive 
needs of the therapist rather than thera- 
peutic needs of the patient. 

Further research in this area should, we 
believe, include even more intensive clinical 
and interview material than we utilized in 
this study. It might be particularly fruitful 
to explore the clinical course of patients 
about whose treatment there were marked 
differences of professional opinion. In these 
situations, we would predict that the psy- 
chiatrists holding “low” pattern of values 
would limit their use of drugs more than 
would the psychiatrists who exemplify the 
“middle” pattern. The intensive investiga- 
tion of these “problematic” instances would, 
we hypothesize, reveal that the “lows,” in 
deciding against drug therapy, do so partly 
from the fear of being punitive or assertive, 
and that the “middles” in prescribing drugs 
are motivated partly by the wish to control 


or punish anxiety-provoking behavior. In 
addition to specific personality vulner- 
abilities and characteristic therapeutic 
blind-spots, the two groups also have dif- 
ferent types of professional assets and per- 
sonal satisfactions. Thus, we predict that 
the “middles,” more than the “lows,” would 
experience the satisfaction of acting in an 
authoritative—but not necessarily punitive— 
manner when confronted with difficult clini- 
cal situations or ward management prob- 
lems. Correspondingly, the “lows” more 
often would feel gratified in helping patients 
to master their conflicts and anxieties with- 
out the need of external controls such as 
drugs. Similar differences in sources of pro- 
fessional justification were found in a sur- 
vey of psychiatric practitioners(4). 

The question may well be asked: Of 
what value is it to know about feeling and 
motives of psychiatrists related to their 
choice of a particular treatment ? It may be 
hypothesized that the greater the admixture 
of irrationality in the treatment decision, 
the less likely is the treatment to be effec- 
tive. However, there is no simple relation- 
ship between the motives of the psychiatrist 
in prescribing a treatment and its subse- 
quent efficacy. It is possible for a psychia- 
trist to reach the “right” decision for 
“wrong” reasons and the “wrong” decision 
for the “right” reasons. Moreover, the 
“right” and “wrong” of treatment decisions 
are difficult to establish. Wide differences of 
opinion currently exist among psychiatrists 
as to the indications for drug therapy and 
there are few criteria for determining when 
a particular drug prescription is appropriate 
or inappropriate. Nor are there standards 
for judging whether a psychiatrist’s use of 
drug therapy is excessive or reasonable. The 
absence of such criteria contributes to the 
phillipics and unconstructive arguments 
that currently pass between the advocates of 
different psychiatric therapies. In these 
arguments, discussion and criticism too 
easily become polemics. The undesirable 
attributes of the extreme advocates of one 
treatment are ascribed to moderate users, 
which provokes the criticized psychiatrists 
to counter with attacks on their critics’ 
motives and personalities. 

We believe that the psychiatrist’s person- 
ality is an important determinant of his 
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treatment decisions. As such, it is an im- 
portant area for research, quite apart from 
the question of how much his personality 
accounts for the efficacy of drug treatment. 
Among other contributions, such research 
would help to clarify the nature of psychi- 
atrists’ resistance to using certain treatment 
methods. 

However, the controversial] nature of this 
subject requires that the investigator avoid 
polemics and be open-minded to the assets, 
as well as the liabilities, of psychiatrists 
specializing in different treatments. A broad 
sociopsychological framework is also neces- 
sary to deal with the interplay of individual 
personality and social processes. In spite of 
these difficulties, research on these problems 
would seem particularly relevant to the 
complex problems currently encountered in 


the mental health field. 
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Neuropsychiatry, like other areas of med- 
ical practice, is fortunately faced with an in- 
creasing number of potentially beneficial 
new medications. The magnitude of this in- 
crease is shown by the 2,500 papers pub- 
lished between 1952 and 1957 on psycho- 
pharmacology(1). 

Since the encouraging results observed 
during the testing of a new drug in animals 
cannot be routinely duplicated in the pa- 
tient, the determination of the effectiveness 
of an untried medication ultimately de- 
pends on clinical evaluation. This report 
is based on the clinical evaluation of 84 
drugs prior to their approval by the Food 
and Drug Administration. 

In addition to the possible toxicity of un- 
proven drugs, other formidable factors in- 
fluence their clinical evaluation: 1. The 
geographic isolation of the institutions 
which house chronic patients from medical 
centers, 2. The lack of status of this type 
of research, 3. A lack of interest in drug 
treatment by psychiatrists in the “analytic- 
psychological” type of practice, and 4. The 
source of the new compounds to be tested. 


TOXICITY OF THE DRUGS TESTED 


Between July 1955 and July 1959, a total 
of 93 different drugs were evaluated in 
two Nebraska state hospitals and the Ne- 
braska Psychiatric Institute.* Of these, 84 
had not yet been approved by the Food and 
Drug Administration. These 93 drugs were 
administered to 1,704 patients, approximate- 
ly a quarter of whom participated in more 
than one study. 

Two deaths occurred in these groups 
during the 4 years’ study. One, a 67-year-old 
male, apparently suffered a coronary oc- 
clusion during a trial of a phenothiazine 
derivative ; and the second, an 88-year-old 
female, died while receiving a cholesterol 


1 Clinical Director, Illinois State Psychiatric Insti- 
tute, Chicago, Ill. 

2 Director, Nebraska Psychiatric Institute, Omaha, 
Nebr. 

3 Several of these projects were supported by a grant 
from the National Institutes of Mental Health. 
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lowering compound which she had toler- 
ated previously without difficulty. Neither 
death was related to the drug, nor were 
similar incidents reported by other investi- 
gators using the same compound in similar 
types of patients. 

Reversible side effects were frequently 
seen, particularly with the phenothiazine 
derivatives at higher doses. In these eval- 
uations it was necessary to determine the 
therapeutic and toxic dose as well as 
whether the product was effective. 

To assure close observation of the pa- 
tients, research units, consisting of one or 
more psychiatric nurses, a technican and 
a secretary, were established in the state 
hospitals. These personnel had no service 
function, and their responsibility was en- 
tirely to the research department, which 
permitted close observation of the patients 
in the various projects. Any side effects ob- 
served were immediately reported to a staff 
physician in the institution. Routine labora- 
tory studies were done each week. 

It would appear from this experience 
with 93 drugs in 1,704 patients that if those 
receiving new medications are closely ob- 
served and the medical care is adequate, 
the testing of new drugs certainly does 
not entail undue hazards. 


OTHER PROBLEMS IN DRUG EVALUATION 

The isolation of chronic patients from 
medical centers: Those for whom more 
effective treatment is most needed are fre- 
quently located in medically and geograph- 
ically isolated hospitals. They are also 
the patients who are most available for 
drug studies. On the other hand, university 
medical centers with their concentrations 
of research personnel are located in metro- 
politan areas ; and little or no connection 
may exist between these medical centers 
and the state hospitals. 

Lack of status of this type of research : 
Another difficulty that retards the clinica] 
evaluation of drugs results from the nature 
of this sort of research. It is not a very in- 
spirational type of endeavor. Essentially, 
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the psychiatrist is merely testing someone 
else’s ideas, and this is not in keeping with 
the concept that “senior investigators” hold 
of their function. 

Drug research is made even less in- 
spirational by the routine that repeated 
evaluation requires, and the need to prevent 
the contamination of the results by an 
investigator's enthusiasm. The lack of orig- 
inality required in planning such efforts, the 
frequency of negative results, and the lower 
status of this type of research offer little 
motivation for clinical investigators. 

Lack of interest in drug treatment and 
drug research in some types of psychiatric 
practice: One problem in doing drug re- 
search results from a peculiarity of the 
present day practice of psychiatry. This 
problem was well illustrated in a study of 
patterns followed in neuropsychiatric prac- 
tice by Maciver and Redlich(2). 

These authors interviewed 40 psychia- 
trists and found that two rather distinct 
types of psychiatry were practiced in this 
country ; one type was termed “analytic- 
psychological” the other “directive-organic.” 
Those in the “analytic-psychological” group 
rely almost entirely on psychological and 
non-directive methods in their therapy. An 
emphasis on understanding the patient’s 
thinking and his personality was seen as the 
goal of practice by the “analytic-psycho- 
logical” group. This could ordinarily be 
accomplished without the benefit of drug 
therapy. 

It was noted that all the university 
psychiatrists interviewed were in the “analy- 
tic-psychological” type of practice. When 
questioned about organic therapies those 
of this persuasion replied: “I've no ex- 
perience with them,” “I know little about 
them ; I'm skeptical of the efficacy,” and 
“They're used more than justified.” 

The other type of psychiatrist described 
as “directive-organic” in his orientation was 
much more enthusiastic about somatic 
methods of treatment. These psychiatrists 
were most rewarded by seeing the patient 
progress, relieving his symptoms and curing 
him. None of this group was a university 
psychiatrist. 

The source of new compounds to be 


tested: The production of medications for 
the treatment of the mentally ill, during the 
past few years, has enhanced the clinician’s 
dependence on pharmaceutical firms for 
new compounds and information. This trend 
has disturbed both physicians and non- 
medical groups. 

However, until medical schools or univer- 
sity research centers become the source of 
more effective compounds, the trend will 
probably continue and increase. The phy- 
sician prescribing a medication seldom pon- 
ders whether the research biochemist, who 
originated the idea which lead to its de- 
velopment, was on the staff of a university 
or a pharmaceutical firm. His primary in- 
terest is in the effectiveness of the com- 
pound rather than the atmosphere in which 
it was conceived. 

As disturbing as this trend to depend on 
the maker of the product for information 
may be, it would be much more disturbing 
if these research efforts to develop more 
effective compounds ceased. The dramatic, 
expensive and occasionally exaggerated ad- 
vertisements which seek to inform and in- 
fluence the clinician are perhaps of more 
value to the journal in which they appear 
than to the potential reader. 


CONCLUSIONS 


1. If sufficient medical care is provided, 
compounds on which adequate animal tox- 
icity studies have been done, do not appear 
to involve hazards in clinical trials. This 
conclusion is based on 93 drugs evaluated 
over a 4-year period in 1,704 patients ; 84 
of these drugs had not been approved by 
the Food and Drug Administration. 

2. Other factors which tend to delay drug 
evaluation efforts include : the isolation of 
the chronically mentally ill from medical 
research centers, the lack of status as- 
sociated with this type of research, the 
peculiarities of psychiatric practice and the 
source of the new compounds available for 
evaluation. 
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THE RELATIONSHIP OF MENTAL AND PHYSICAL STATUS 
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Large numbers of aged persons reside in 
homes for the aged, nursing homes, and 
psychiatric hospitals. Each type of institu- 
tion ostensibly offers special services in re- 
sponse to specific needs. Thus, the old age 
home is considered to offer social aids, the 
nursing home medical assistance, and the 
mental hospital psychiatric care. This con- 
cept of specificity of service implies that 
the needs of the aged are also specific, 
that they can be categorized as chiefly in 
need of social, psychiatric, or general medi- 
cal assistance. 

The purpose of this report is to examine 
the validity of the concept of need specific- 
ity in regard to psychiatric and medical 
care. Data for this were made available by 
the direct examination of the mental and 
physical characteristics of a group of aged 
persons randomly selected from the 3 types 
of institutions. This population is part of a 
larger institutionalized group of aged per- 
sons studied and reported elsewhere(1). 


METHOD 

Population: Persons residing in nursing 
homes, homes for the aged and state mental 
hospitals located in New York City who 
were 65 years of age or over at the time of 
first admission to the institution, were sam- 
pled and examined within a 30-day period.” 


1 From the Office of the Consultant on Services for 
the Aged, New York State Department of Mental 
Hygiene, Queens Village, N. Y., Alvin I. Goldfarb, 
M.D., Consultant. This is an expanded version of the 
paper read at the Eleventh Annual Meeting of the 
Gerontological Society, Inc., Philadelphia, Pa., Nov. 6, 
1958. 

2 The old age homes in New York City are non- 
profit institutions which are usually members of 
sectarian federations of social agencies. The State 
Department of Social Welfare supervises old age 
homes in New York City. The nursing homes are 
commercial institutions, licensed by the New York City 
Department of Hospitals, and the City Department of 
Welfare pays for the care of many persons in them. 
The state hospitals are public psychiatric hospitals for 
the care of the mentally ill maintained and adminis- 
tered by the state through the Department of Mental 
Hygiene. 
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The entire survey was completed in the 
period February—October, 1958.* 

The institutions as well as the persons 
tested within each institution were selected 
by random sampling. The 3 state hospitals 
in New York City were sampled, with the 
total of 200 patients examined drawn en- 
tirely from those admitted within 2 years 
preceding the survey month. Four hundred 
twenty-five persons in 13 of the 102 pro- 
prietary nursing homes registered by the 
Department of Hospitals in January 3, 1956, 
and 506 persons in 9 of the 49 homes for 
the aged listed by the Community Council 
of New York City in 1957 were examined. 

Procedure: Each subject was examined 
by a physician and tested by a psychologist. 
The mental and physical examinations were 
completed within 30 days of each other. 
The physician’s examination and the brief 
medical history he obtained were used to 
evaluate the subject’s physical functional 
status. This was categorized in terms of 
3 grades of physical capacity as follows :* 


Grade A. Unrestricted or moderately re- 
stricted physical capacity: individuals who 
can take care of their own needs or who may 
need a small or moderate amount of super- 
vision and assistance. Persons with unrestricted 
physical capacity can live alone, travel alone, 
and take care of their home needs. Moderately 
restricted activity is often occasioned, for 
example, by heart failure or osteoarthritis 
which is severe but does not confine the 
patient to bed, poor eyesight, amputation, 
malnutrition, and debilitation in association 
with slow growing malignant neoplasms or 
blood dyscrasia. 

Grade B. Restricted activity-marked : in- 
dividuals who require frequent help and 
cannot live alone. They are persons with 
moderate tv marked infirmity, associated with 


3 Sampling was planned and supervised by J. A. 
Jahn, Ph.D. Research activities were coordinated by 
Helen Turner, MS., with assistance of Syra R. Cohen, 
BS. 

4The rating scheme was suggested by the work 
of F. D. Zeman, M.D.: J. Mt. Sinai Hosp., 14: 3, 
721, Sept./Oct. 1947. 
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advanced age or the presence of disease which 
severely limits physical ability. Examples are 
Parkinson’s disease, paralysis, severe osteo- 
arthritis, advanced peripheral vascular disease, 
malnutrition, and debility due to neoplasm. 

Grade C. Restricted activity—complete : in- 
dividuals who cannot function and survive 
in the absence of constant help given by a 
devoted family member or attendant. They 
may be totally bedridden and require com- 
plete nursing care. They have advanced in- 
firmity with great limitation of mobility and 
complete dependence upon crutches, wheel- 
chair, or cane as is frequent with advanced 
Parkinsonism, cerebro-vascular thrombosis and 
with advanced debilitation of malignant disease 
or “senility.” 


The psychologist’s examination to deter- 
mine mental status consisted of a special 
questionnaire and the face-hand test of 
Bender(2). 

The special questionnaire was a series of 
10 questions imbedded within a larger 
standardized series of 31 questions similar 
to the usual psychiatric examination of 
sensorium. The 10 questions selected from 
the longer list and used in this study for 
the quantitative determination of mental 
status, are as follows : 1. What is the name 
of this place ? 2. Where is it ? 3. What is 
today’s date ? 4. Month ? 5. Year ? 6. How 
old are you? 7. When were you born? 
(Month) 8. When were you born ? (Year) 
9. Who is President of the United States ? 
10. Who was the President before him ? 

The response to each of the questions 
was scored as right or wrong. In the anal- 
ysis of data each subject was placed in one 
of 3 groups according to the number of 
errors made in response to the Mental 
Status Questionnaire “special ten.” The 3 
groups consisted of persons making 0-2 
errors, 3-8 errors, and 9 or 10 errors and are 
here considered to differentiate between 
degree of severity of chronic brain syn- 
drome, none or minimal, moderate, and 
severe. 

The second test of mental status, the face- 
hand test, was used as described by Bender 
and his associates(2), who have demon- 
strated that it is a reliable test of brain 
disease. It consists of rating the person’s 
ability to perceive two simultaneously ap- 
plied tactile stimuli, one to the cheek and 
the other to the dorsum of the hand. The 


test includes a series of double simultaneous 
stimuli in different combinations of right 
and left, and of cheek and hand, each of 
which is repeated twice, making a minimum 
of 10 such applications of stimuli in all. The 
test is done first with the subject's eyes 
closed and, if positive, is repeated with the 
subject’s eyes open to determine whether 
opportunity to watch the application of 
the touch stimuli improves his performance. 

In this study the test was considered 
positive only after the person had ample 
opportunity to learn that response to two 
simultaneous stimuli was expected, and 
with eyes open continued to make errors. 
A positive test is considered indicative of 
impaired mental] functional status. 


RESULTS 


Physical Status and MSQ Score by Type 
of Institution: The physical and mental 
status of individuals as evaluated and rated 
appeared to parallel each other in all 3 
types of institution (Table 1). In homes for 
the aged, 67% of persons making O-2 MSQ 
errors were rated as in relatively good phy- 


TABLE 1 


RELATION OF MENTAL AND PaysIcaL 
FUNCTIONAL STATUs IN Eacu TyPE oF 
INSTITUTION 


Physical Functional Rating 


A B Cc 
«| N % 


MSO Scores 
Homes for Aged 
0-2 (216) 
3-8 (172) 
9-10 (118) 

Total (506) 


144 67 
91 53 
22 19| 57 48 | 3933 

257 51 181 36 68 13 

Chi?—89.15 df=4 p<.001 


59 27 
65 38 


13 6 
16 9 


Nursing Homes 
0—2 (90) 
3-8 (153) 
9-10 (182) 
Total (425) 


26 29 
47 31 


31 34 
55 36 


33 37 
51 33 
17 9) 65 36 | 100 55 


90 21 151 36 184 43 
Chi2=31.23 df=4 p<.001 


State Hospitals 
0-2 (20) 
3-8 (54) 
9-10 (126) 


Total (200) 


10 50 
23 43) 20 37 
21 17| 49 39 56 44 


5427 7538 7136 
Chi2=21.79 df=4 p<.001 


6 30 4 20 


11 20 
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sical functional status (A) while only 6% 
were given poor physical ratings (C) and 
27% were rated moderately (B). In con- 
trast, of those making 9-10 MSQ errors, only 
19% were of good physical status and 33% 
were rated poorly. Persons making 3-8 
MSQ errors fell between the other two 
groups with respect to physical status. 

Although as a group, the persons in nurs- 
ing homes were in poorer physical and 
mental condition than the residents of 
homes for the aged, nursing home residents 
making the most MSQ errors were still most 
often in poor physical condition ; only 9% 
of those with 9-10 errors were rated as A 
and 55% as C. There was little difference in 
the physical rating between those who made 
0-2 and 3-8 MSQ errors, but both of these 
groups were rated as having considerably 
better physical status than the group which 
made 9-10 MSQ errors. 

The state hospital patients showed the 
same relationships of physical and mental 
status. Of those who made only 0-2 errors, 
50% were given a good physical rating and 
20% were rated as in poor physical condition. 
Of those making 9-10 errors, only 17% were 
given good physical ratings, and 44% were 
rated as having poor physical functional 
status. 

Physical Status and Face-Hand Test: 
When the face-hand test was used as the 
index of mental status, the same relationship 
to physical functional status was demon- 
strated (Table 2). 

In each type of institution persons with 
negative face-hand tests were more likely 
to have a good physical rating than those 
who were positive in this test for chronic 
brain syndrome. A good physical rating was 
about twice as frequent in persons in whom 
the test was negative than for those in 
whom it was positive. 

Comparison of Institutions : As evident in 
Table 1, the largest proportion of persons 
with poor mental status was found in the 
state hospitals, with the nursing homes next, 
and the homes for the aged third. The 
largest proportion of persons with poor phy- 
sical functional status, on the other hand, 
was found in nursing homes, followed by 
the state hospitals, with the homes for the 


TABLE 2 


RELATION OF RESPONSE TO THE FACE-HAND 
TEsT AND PuysicAL FUNCTIONAL RATING IN 
Eacu Tyre or INstTITUTION 


Physical Functional Rating 


Face-Hand A B Cc 
Response N %|N %&% | N % 
Homes for Aged 
Negative (216)| 144 67 | 57 26| 15 7 
Positive (290) | 113 39 | 124 43} 53 18 
Total (506) | 257 51 181 36 68 14 


Chi2?—39.18 df—2 p<.001 


Nursing Homes 
Negative (144)} 49 34 | 56 39 | 39 27 
Positive (281) 41 15 | 95 34 |145 52 
Total (425) 90 21 151 36 184 43 
Chi?—29.55 df—=2 p<.001 

State Hospitals 
Negative (52) 22 42 | 19 37 11 21 
Positive (148) 32 22 | 56 38 60 41 
Total (200) 5427 7538 71 36 


Chi?—9.82 df=2 p<.0l 


aged third. However, when the institutions 
were considered individually, and compared 
to each other, large differences were found 
between institutions of the same type, and 
marked likenesses between institutions of 
different types. Two of the homes for the 
aged and 5 nursing homes had as many, or 
more, persons with a positive face-hand test 
as 2 of the 3 state hospitals. Four homes for 
the aged and the 3 state hospitals had a 
larger proportion of their populations rated 
as B and C in physical capacity than did 
two of the nursing homes. 

Whatever the “label” of the institution, 
the institutions which had high proportions 
of persons of poor mental status also had 
many with poor physical status, and the 
converse was also true. When each institu- 
tion in the sample was ranked according to 
the mean of the physical functional status 
ratings of its residents, and this was com- 
pared to the mean of the MSQ error scores 
of its residents, a rank order correlation of 
+.53 was obtained, significant at the 1% 
level of confidence. When the institutions 
were ranked according to the percentage of 
persons with positive face-hand tests the 
rank order correlation of the proportion of 
positive tests to poor physical functional 
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status was +.57, also significant at the 1% 
level. 

The mental and physical status of the 
institutional populations were more closely 
correlated than was either of these two 
factors with the type of institution. The 
contingency coefficient of mental and phy- 
sical status was +-.37 ; for type of institution 
and either mental or physical status it was 
+.33. 

Comparison by Age: When the persons 
studied were classified according to age, a 
significant relationship between physical 
and mental status was noted for each age 
group in each type of institution, with 
the single exception of nursing home pa- 
tients in the 65-74 age range (Tables 3, 
4 and 5). Poor physical status was also 
found to parallel impaired mental status 
more closely than it did chronological 
age. In fact, in nursing homes and state 
hospitals, the relation between physical 


TABLE 3 


RELATION OF PuysICAL FUNCTIONAL STATUS 
To MSQ Score sy Ace Groups in HoMEs For 
THE AGED 


Physical Functional Rating 


A 
MS@Q Scores N % | B 


41 76 
18 51 
3 18 
62 59 


86 69 
63 66 
13 24| 24 56 
162 59 8330 30 11 
Chi? 44.57 df—4 p<.001 


Total (275) 


Age 
85 or more 
0-2 (37) 17 46 
3-8 (41) 10 24| 23 56 
9-10 (47) 613} 24 51 17 36 
Total (125)| 33 26 6350 29 23 
Chi?—15.40 df=4 p<.001 


16 43 4 


8 20 


TABLE 4 


RELATION OF PuysicAL FUNCTIONAL STATUS TO 
MSQ Score sy Ace Groups In Nursinc 
HoMEs 


Physical Functional Rating 


A B Cc 
N %|_N % | % 


MSQ Scores 
Age 
65-74 
0-2 (36) 
3-8 (38) 
9-10 (39) 
Total (113) 


8 22 
7 18 


15 42 
14 37 
4 10| 15 38 


19 17 44 39 
Chi?=2.73 df=4 


13 36 
17 45 
20 51 


50 44 


e 
75-84 
0-2 (38) 
3-8 (81) 
9-10 (90) 
Total (209) 


12 32 
30 37 


9 24 
28 35 
8 9} 31 34 
50 24 68 33 
Chi? 24.19 df=4 p<.001 


3 19 
11 32 


38 


7 44| 
10 29 


13 38 | 
5 9| 19 36| 29 55 


2119 3938 43 42 
Chi?=11.81 df=4 p<.02 


Total (103) 


status and age was no greater than could 
be accounted for by chance. In homes 
for the aged, there was a significant 
parallel of older age and poor physical 
status, but the contingency coefficient of 
+.36 was smaller than that found for phy- 
sical and mental status (+.39) in the same 
institutions. 

The superiority of mental status over age 
as an index for the prediction of physical 
functional status can also be demonstrated 
by comparison of the oldest persons in good 
mental functioning (0-2 MSQ errors) with 
the youngest age group of poor mental 
status (9-10 MSQ errors). In the homes for 
the aged, for example, 46% of persons 85 
years of age or older with 0-2 MSQ errors 
were in the best (A) physical functional 
category. By contrast, only 18% of those 65- 
74 years of age with 9-10 MSQ errors were 
rated as having good (A) physical func- 
tional status. 


a 
eal 
A | 
85 or more ie 
4 0-2 ( 16) 
| 
Age 
65-74 
0-2 (54) 11 20 24 
3-8 (35) 15 43 2 6 
7 9—10 (17) | 953 5 29 ae 
oe 
Chi? 24.629 df=4 p<.001 
75-84 = 
0—2 (125) 
3-8 (96) | ; 
9-10 (54) 
ERS 


THE RELATIONSHIP OF MENTAL AND PHYSICAL STATUS 


| August 


TABLE 5 


RELATION OF PHysICAL FUNCTIONAL STATUS TO 
MSQ Scores sy Ace Groups in STATE 
Hosprrats® 


Physical Functional Status 


A B 
MSQ Scores _ _| N % | N % N % 
Age 
65-74 
0-8 (32)° 1650} 11 34 5 16 
9-10 (37) 719| 17 46| 13 35 
Total (69) 23 33 «28 41~=s«d18 «26 
Chi?—=7.92 df=2 p<.02 
Age 
75-84 
0-8 (32)° 15 47| 12 38 5 16 
9-10 (56) 9 16| 22 39 | 25 45 
Total (88) 2427 3439 30 34 
Chi2?—12.18 df=2 p<.01 
Age | 
85 or more 
(27)** 415| 1141| 12 44 


* Because so few made 0-2 MSQ errors, they were 
combined into one group with those making 3-8 
errors. 


** Data not analyzed by number of MSQ errors be- 
cause of small N. 


SUMMARY AND CONCLUSIONS 


Our results show that the mental and 
physical functional status of institution- 
alized aged persons are highly interrelated. 
The relationship is seen within each of the 
3 types of institutions studied, and for all 
age groups. 

In the different types of institutions it was 
found that persons tended to have disabil- 
ities consistent with the type of services to 
be expected in the institution. Thus, patients 
in state hospitals had the largest number 
with poor mental functional status, while 
there was predominance of persons with 
poor physical functional status found in the 
nursing homes. Nevertheless, institutions of 
a given type differed widely from each 


other. Some homes for the aged and nursing 
homes had a larger proportion of persons 
with poor mental status than did some state 
hospitals, while some state hospitals and 
homes for the aged had more persons with 
poor physical functional status than did 
some nursing homes. Therefore, it is pos- 
sible to make a more accurate prediction 
of a person’s mental status on the basis of 
his physical status, or of his physical status 
by his mental status, than on the basis of 
the type of institution in which he is resid- 
ing. 

Physical functional status is not signifi- 
cantly related to chronologic age in nursing 
homes or state hospitals. In homes for the 
aged the relationship is significant, but even 
then mental status is better than chronologic 
age in predicting the physical status. A 
person 85 years of age or over with good 
mental status is much more likely to have a 
good physical functional status than a per- 
son 74 or younger who is in poor mental 
condition. 

It is concluded that physical and mental 
aspects of functioning cannot be compurt- 
mentalized in aged persons; impairment 
of either can be regarded as indicating 
a need for comprehensive medical care. 
Recent trends in the development of special 
medical facilities in state hospitals, and both 
medical and psychiatric services in homes 
for the aged are apparent recognition of 
this phenomenon. 
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TUBERCULOSIS IN STATE MENTAL HOSPITALS 


JAMES W. MACDONALD, M_.D., 


The mental hospital patient with tuber- 
culosis presents a multifaceted problem of 
major importance to all who work with the 
mentally ill, as well as to those in epidemi- 
ology and in diseases of the chest. These pa- 
tients with their problems have been much 
neglected. Until recently they were in the 
unfortunate position of the unwanted chil- 
dren of medicine. Chest specialists often 
dismissed the matter with such remarks as 
“But these people are crazy.” When con- 
fronted with the problem, psychiatrists have 
usually confined their observations to spec- 
ulative psychodynamics of no proven rele- 
vance to the pathogenesis of either the dis- 
ease or epidemiology contagion. Worst of 
all has been the philosophy that these pa- 
tients weren't going anywhere and, conse- 
quently, no physician should be too much 
concerned with their problems. 

In order to rectify this attitude, the 
Commonwealth of Pennsylvania built a hos- 
pital expressly for such patients near Butler, 
Pa. Before it could be put to use, however, 
World War II had occurred and following 
it, the Federal Government moved in and is 
currently operating this hospital as a Vet- 
erans Administration Tuberculosis Center. 
Only gradually is the problem of the tuber- 
culous in our state hospitals being solved. 
One focal point of such activity is the Tu- 
berculosis Center at the Mayview State 
Hospital where we have studied 132 cases 
of active pulmonary tuberculosis culled 
from a patient population of 10,500 at 5 of 
the 7 state psychiatric hospitals? in the 
western half of our State. 

Begun in 1949, the Tuberculosis Center at 
Mayview is a 140 bed, well equipped, self- 
sustaining unit, in some respects superior to 
the “ideal” proposed for such patients by 
the Committee on Hospitals of the Group 
for the Advancement of Psychiatry in Jan- 
uary 1954(1), the same year our unit was 
completed and initially used. 

Since 71 of our hospitalized psychiatric 


1 Mayview State Hospital, Mayview, Pa. 
2 Somerset, Torrance, Warren, Hollidaysburg, and 
Mayview State Hospitals. 


patients with active tuberculosis at the 
Center, at the time of this study, were from 
Pittsburgh, it was possible to make certain 
statistically consistent comparisons between 
the tuberculous and non-tuberculous psy- 
chiatric patients at Mayview and between 
tuberculous psychiatric Pittsburghers and 
the Pittsburghers known to have tuber- 


. culosis but not confined to mental institu- 


tions. 

A relatively high prevalence of tuber- 
culosis among institutionalized patients and 
the depressed atmosphere which pervades 
so many non-psychiatric tuberculosis hos- 
pitals have been too frequently interpreted 
as indicating a mutual symbiosis between 
the two diseases at the expense of the pa- 
tients, sharply delimiting therapeutic pos- 
sibilities and worsening prognosis. 

To what extent psychologic factors con- 
tribute to the development of pulmonary 
tuberculosis has remained a moot question, 
on which we hope this study sheds a little 
light. Wasserug and McLaughlin, as cited 
by Anderson(2), stated, 


No one as yet has advanced any proof that 
there are physiological alterations in insanity 
which predispose a person to tuberculosis in 
the way, let us say, that silicosis does. Nor, 
conversely, has it been demonstrated that 
tuberculosis predisposes to mental disease. 


Some feel that the induced dependency and 
frequently seen depression noted in the non- 
psychotic tuberculous are caused by the 
patient’s infection and compounded by his 
hospitalization for it. His capacity to en- 
dure stress may thus be reduced and, in a 
susceptible individual, be so weakened that 
a psychotic break is precipitated. Patho- 
genesis of both conditions has been ex- 
plained in such widely disparate terms as 
geologic, genetic, and geriatric. Tubercu- 
losis is a physical, not a mental, illness. It 
flourishes in any crowded environment 
where the individual’s needs are not ade- 
quately cared for, be it a tenement, a jail, 
or the back ward of a psychiatric hospital. 
Psychosis, on the other hand may be due 
to either functional or organic factors and 
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may be symptomatic of a disease entity or 
merely descriptive of an abnormal symptom 
complex, the exact biologic significance of 
which remains obscure. When tuberculosis 
is seen in the mental hospital patient, cer- 
tain questions immediately arise. Foremost 
among these are: 

1. What are the tuberculosis prevalence 
and mociality rates for such a population? 

2. Which illness necessitated the initial 
hospitalization P 

3. What is the length of time between 
the hospitalizations for the initial and com- 
plicating illnesses ? 

4, Do the age, sex, and race trends for 
these patients follow those for the non- 
tuberculous populations in the same hos- 
pitals and for the known cases of active 
tuberculosis in the general population ? 

5. What type of psychiatric illness is 
found most prevalently among the tuber- 
culous in these hospitals ? 

The present study has undertaken to deal 
with these questions.* 


REVIEW OF LITERATURE 


Since the definitive article by Barnwell, 
et al. 6 years ago, there is found nothing 
noteworthy in a perusal of the Quarterly 
Cumulative Indices while articles on all the 
complications of tuberculosis from acro- 
megaly to unveitis abound. 

In 1953 Close, Hecker, and Glover(3) 
had reported a prevalence of 4 cases of 
active pulmonary tuberculosis per one thou- 
sand patients between 1945 and 1950 at the 
Veterans Administration Neuropsychiatric 
Hospital at Coatesville, Pa.; in 1951 they 
reported a prevalence of 3 cases per thou- 
sand. 

In 1952 Tomkins(4) had reported a pre- 
valence of 9.5 cases of active tuberculosis 
per thousand World War I veterans in all 
VA neuropsychiatric hospitals in compar- 
ison with 4.3 cases per thousand World 
War II veterans in all VA neuropsychiatric 
hospitals. In the same journal, Anderson( 2) 
stressed the magnitude of the problem. He 
emphasized the vital importance of early 
detection and the higher incidence of tuber- 
culosis in patients over 45 years of age. He 


3 The author wishes to acknowledge his gratitude 
for the technical assistance of Miss Diana H: 
and Miss Christine A. Cuomo. 


reported a prevalence of 27 to 40 cases of 
active tuberculosis per thousand psychiatric 
patients examined in psychiatric hospitals 
generally throughout the United States. 

Oeschli(5) in 1949 had stressed the 
greater prevalence of tuberculosis among 
psychiatric patients hospitalized for several 
years. Bettag(7), in 1948, found the same 
prevalence of tuberculosis among psychotics 
as Anderson(2) was later to report. 

It has been estimated that approximately 
30,000 Americans in mental hospitals suffer 
from tuberculosis concurrently(1). 


METHOD 


This is a statistical study. The results 
represent a tabulation and logical break- 
down of data gleaned from the records of 
patients at the Tuberculosis Center at May- 
view State Hospital from March 1958 to 
March 1959. Comparative data for the non- 
tuberculous patients at Mayview were like- 
wise analyzed. Similar statistics were ob- 
tained from the Office of Biostatistics Al- 
legheny County Department of Health 
for the tuberculous patients not confined 
to mental hospitals in the City of Pittsburgh 
(6). Biostatistical consistency forced us to 
limit certain aspects of our study to the 
71 tuberculous psychiatric patients from 
Pittsburgh. The remaining 61 had been 
transferred to the Tuberculosis Center from 
4 other state hospitals in more rural West- 
ern Pennsylvania; the necessary compar- 
ative data were unobtainable for this latter 


group. 
PREVALENCE AND MORTALITY 


As of March 1, 1959 one hundred thirty- 
two cases of active pulmonary tuberculosis 
were found in a patient population of 10,- 
500 at 5 state mental hospitals, for a pre- 
valence rate of 13 per thousand. 

When we consider only those cases ad- 
mitted to the Tuberculosis Center from the 
non-tuberculous psychiatric wards at May- 
view State Hospital, which services the 
City of Pittsburgh exclusively, we find 71 
cases for a prevalence rate of 21 per thou- 
sand. During 1958, the Tuberculosis Regis- 
try listed 1,744 reported cases of known 
active tuberculosis for the general popula- 
tion of Pittsburgh(6). From this, we have 
estimated a prevalence rate of 2.7 cases per 
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1,000 for the city’s general population. 

From March 1, 1958 to March 1, 1959, 
there were 15 male and 12 female tuber- 
culosis deaths in this population, giving us 
a tuberculosis mortality rate for the state 
mental hospitals of 270 per 100,000. The 
crude tuberculosis mortality rate for the 
general public in this same area at the same 
time was 10 per 100,000. 

Concerning the fluidity of the patient 
population during the year, in addition to 
the deaths cited above, two patients were 
returned to their homes on general leave 
of absence, their tuberculosis inactive and 
their mental illness controlled. Six others, 
their mental illness in remission, were trans- 
ferred to nonpsychiatric tuberculosis hos- 
pitals. An additional 70 patients with in- 
active tuberculosis were returned to the 
nontuberculous wards whence they had 
come. Several of these patients had never 


had tuberculosis and had been needlessly 
kept in isolation for long periods of time. 
A tuberculosis convalescent unit is sorely 
needed. 


TIME RELATION BETWEEN HOSPITALIZATION 
FOR INITIAL AND COMPLICATING ILLNESSES 

In 19 of our cases, active tuberculos.s and 
severe mental illness were diagnosed during 
the period of the patient’s initial hospitaliza- 
tion. Of the others, the patients whose psy- 
chiatric illness precedes a diagnosis of their 
active tuberculosis constitute more than 90% 
of the series (Table 1). Such patients may 
develop active tuberculosis at anytime ; we 
found the median length of time in years be- 
tween the initial hospitalization for mental 
illness ‘and the diagnosis of active tuber- 
culosis as a complication to be 15.8 years 
for the males and 10.0 years for the females 
(Table 2). 


TABLE 1 


NuMBER OF PATIENTS® AT Mayview TuBERCULOsIS CENTER IN WHICH A PsYCHIATRIC 
ILLNEss PRECEDED TuBERCULOsISs CoMPARED BY DracNosis Witrn THE NuMBER OF 
PATIENTS WHOsE TUBERCULOSIS PRECEDED THEIR PsycHtaTric 


Psychiatric Diagnosis 


Chronic Brain 
Syndrome 


Psychotic 
Disorders 


Mental 
Defective 


Personality 
Disorders 


Tuberculosis Preceding 
Mental Illness 


Male 7% 


Female 2.7% 


Total 9.7% 


Mental Illness Preceding 
Tuberculosis 


Male 61.1% 


Female 29.2% 


Total 90.3% 


*1958 


TABLE 2 


Years BETWEEN ONsETs oF INITIAL AND COMPLICATING ILLNEssES FOR 113 
PsYCHIATRIC TUBERCULOUS PATIENTS AT Mayview STATE Hosprrau 


Psychosis Preceding Tuberculosis 
102 patients 


Tuberculosis Preceding Psychosis 
11 patients 


Male Female 


Female 


Male 


Number of Cases 69/Number of Cases 


33| Number of Cases 8\Number of Cases 3 


Median Years 15.81|Median Years 


10.00|Median Years 4|Median Years 


2.25 
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Considering the 11 cases where the pa- 
tients were committed to a psychiatric in- 
stitution from a tuberculosis hospital, we 
found a much shorter time interval. The 
median in years between the hospitalization 
for tuberculosis and the manifest onset of a 
serious mental illness as a complication 
necessitating transfer to a psychiatric center 
was 4.0 years for the males and 2.25 years 
for the females. Thus we see that, regard- 
less of which is the initial illness, the median 
length of time in years between the onsets 
of the initial and complicating illness was 
significantly greater for the male. The rela- 
tively greater percentage of females com- 
mitted to mental hospitals within 5 years 
of their initial hospitalization for active 
tuberculosis was striking (Graph 1). That a 
greater number of men were actually com- 
mitted to our Center from tuberculosis in- 
stitutions during this period was but con- 
sistent with the greater prevalence of active 
tuberculosis among males generally. 


AGE, SEX, RACE 

In Table 3 we have tabulated the median 
age for the tuberculous and non-tuberculous 
psychiatric population at Mayview State 
Hospital. The tuberculous psychiatric pa- 
tient was definitely older than the tuber- 
culous patient in the general population in 
Pittsburgh who was not confined to a men- 


tal hospital ; his median age was 53.8 years 
contrasted to the median age of 46.7 years 
for the latter group. However, he was 
younger than the non-tuberculous psychi- 
atric patient at Mayview State Hospital, 
who had a median age of 57.6 years. 

In terms of sex differences, the tuber- 
culous psychiatric patient was more like the 
known case of active tuberculosis in the 
general population not confined to a mental 
hospital than he was like the non-tuber- 
culous psychiatric patient at Mayview State 
Hospital. The known tuberculous cases from 
both the hospitalized psychiatric popula- 
tions and the general populations were pre- 
dominantly male. In our series, the male to 
female ratio was almost 2 to 1 (Table 4). 
In the general population, male predom- 
inance was less striking but marked(6). Ap- 
proximately 53% of the patients in the state 
hospital population considered were fe- 
males, 

There was no striking age-sex difference 
in either psychiatrically ill population. In 
the non-white element of the general popu- 
lation, however, an appreciable sex differ- 
ence in median age existed (46.9 years for 
the males and 34.0 years for the females). 

We have failed to find any statistically 
significant racial difference in the preva- 
lence of active tuberculosis among the psy- 
chiatric populations of our state hospitals. 


GRAPH 1 


Years BETWEEN THE ONsETs OF INITIAL AND COMPLICATING ILLNESSES FOR MALE AND 
FEMALE TUBERCULOUS PsycHraTRIC Patrents HosprraLizeD AT MaAyview STATE 
HospiTav 1n 1958, Groupep as PsycuraTric DisTURBANCE PRECEDING TUBERCULOSIS, 
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TABLE 3 
MEpIAN® AGE IN YEARS AND QUARTILE DEVIATION (VARIABILITY) OF TUBERCULOUS 
AND NON-TUBERCULOUS PATIENTS From PrrrspurGH HosprraLizED AT 
Mayview State Hosprra in 1958 


Median Age Quartile Deviation 
Total Male Female Total Male Female 
Tuberculous Patients 53.8 54.5 52.6 8.65 8.5 8.55 
71 Cases Yrs. Yrs. Yrs. 
Non-tuberculous Patients 57.5 57.7 57.4 11.65 11.55 11.75 
3,245 cases Yrs. Yrs. Yrs. 
* The median is that point which separates the upper 50% of cases from the lower 50% of cases 


TABLE 4 


Sex PREVALENCE OF Mayview State Hosprrat Patients From PirrspurcH—1958 
(COMPARATIVE PREVALENCE OF TUBERCULOUS AND Non-TuBERCULOUs) 


Males Females 
Number Per Cent Number Per cent 
of Cases of Cases 


Tuberculous Psychiatric 44 61.97 27 38.03 71 
Non-tuberculous Psychiatric 1528 47.09 1717 52.91 3245 


GRAPH 2 
PERCENT OF POPULATIONS OF TUBERCULOUS AND NON-TUBERCULOUS PsYCHIATRIC 
Patients HosprraLizep AT Mayview STATE Hosprrau 1n 1958, Grourep 
AccorDING TO PsycutaTric DIAGNosis 
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This, in itself, is of considerable significance 
since it did not hold for the city from which 
almost two-thirds (2/3) of our cases of 
active tuberculosis were derived ; here there 
continued to be a relatively greater preva- 
lence rate among the city’s non-white popu- 
lation(6). 


NEUROPSYCHIATRIC DIAGNOSIS 


From what mental illnesses do the tuber- 
culosis patients of our Center usually suf- 
fer? Graph 2 indicates that the greater 
percentage of both tuberculous and non- 
tuberculous psychiatric cases fall into the 
diagnostic classifications of functional psy- 
chotic disturbances and chronic brain syn- 
dromes. In these diagnostic classifications, 
schizophrenic reactions are predominantly 
most common in both tuberculous and non- 
tuberculous populations ; however, a few of 
our tuberculous patients suffer from affec- 
tive disorders e.g., manic-depressive disease 
and involutional psychotic reactions. Where 
it could be learned, the cause of the chronic 
brain syndromes among the actively tuber- 
culous was usually arteriosclerosis, syphilis, 
or alcohol, but none of these 3 causes of 
chronic brain syndromes was present in 
statistically significant numbers. Proportion- 
ately, fewer of the tuberculous patients suf- 
fer concurrently from chronic brain syn- 
dromes than do the non-tuberculous patients 
at Mayview State Hospital. This is es- 
pecially true for the females in accord with 
the currently popular concept of active re- 
infection tuberculosis being a disease of old 
men. A minority of our patients were hos- 
pitalized because of mental deficiency with 
psychosis, personality disorders, acute brain 
syndromes, or psychoneurosis (Graph 2). 


Discussion 


Along with the decline in its mortality 
rate, the entire epidemiologic picture of 
tuberculosis has undergone marked changes 
during the past 3 decades. While one after 
another tuberculosis sanitorium or hospital 
was being shuttered or converted to other 
uses, the disease which formerly exacted its 
greatest toll from the young adult-female 
population gradually changed to one most 
prevalent among old and indigent males. 

Comparable changes were occurring in 
the scene at the state mental hospitals. As 


the surrounding walls and barred windows 
have gradually disappeared, increasing fre- 
quency of mental illness in the aged has 
been observed while pellagrins have be- 
come rare and the tertiary luetics now con- 
stitute a much smaller proportion of the 
total patient population. 

The greater prevalence of active tuber- 
culosis in urban areas persists, as does the 
increased frequency of this disease and its 
relatively high mortality rate in prisons and 
mental hospitals. Whereas 20 cases per 
thousand of active tuberculosis among state 
hospital patients for every 1 case per thou- 
sand in the general population was cited by 
Barnwell, et al.(1) in 1954, we found this 
ratio to be less than 8 to 1 for the actively 
tuberculous psychiatric patients from the 
City of Pittsburgh in 1958 and the actively 
tuberculous in the city’s general population. 
When we consider mortality rates, how- 
ever, this ratio is 27 to 1. 

Increased awareness of the possibility of 
patients contracting the disease has had 
several manifestations, notably an improve- 
ment in the general care and nutrition of the 
chronically ill psychiatric patient and the 
annual chest X-ray survey of the entire state 
hospital patient population. 

Our prevalence rate of 13 cases per thou- 
sand for the 10,500 state hospital patient 
population studied and of 21 cases per thou- 
sand for the urban component of that group 
compares favorably with the 27 to 40 cases 
per thousand found by Anderson(2) 7 years 
ago, but not so favorably with the 3 cases 
per thousand reported by Close, et al.(3) 
for World War II veterans in 1951. The 
difference in patient populations seems to 
us a basic disparity to be grasped in resolv- 
ing the latter. Our patients were much 
older and had been suffering from mental 
illness for many years before developing 
active tuberculosis. 

Those few patients who were committed 
to mental hospitals and transferred to our 
Center after being initially hospitalized for 
their tuberculosis did so within 6 years. The 
women had developed mental illness earlier 
than the men. The tuberculosis experience 
of this group appears to have been inci- 
dental and non-specific in unmasking se- 
rious mental disease. 

In comparing the tuberculous with the 
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non-tuberculous in our psychiatric hospital 
patient populations, we learned that no psy- 
chiatric nosologic peculiarities were con- 
sistently applicable to the tuberculous. 

Ideally, the psychiatric hospital should 
provide an almost perfect environment for 
convalescence from pulmonary tuberculosis. 
Properly staffed and supervised, it should 
reduce to a minimum such problems as 
exposure of the uninfected, alcohelism, 
elopement, undernutrition, refusal to take 
medication, and control of its complications, 
each of which may be a major problem in 
the non-psychiatric tuberculosis hospital. 
That our situation was somewhat less than 
ideal was illustrated by the mortality rate 
and the fact that only 2 cases in a series of 
102 who had been initially hospitalized for 
mental illness had their pulmonary tuber- 
culosis discovered and isolation begun 
when the tuberculosis was still in its mini- 
mal stage. 


SUMMARY AND CONCLUSIONS 


One hundred thirty-two cases of active 
pulmonary tuberculosis from a patient pop- 
ulation of 10,500 in 5 state hospitals were 
studied. Seventy-one of these were from the 
Mayview State Hospital servicing Pitts- 
burgh. Biostatistically consistent compari- 
sons could thus be made with data obtained 
for known cases of active tuberculosis in 
Pittsburgh not confined to mental hospitals. 
To answer those questions posed in the 
introduction : 

1. There is a prevalence rate of 13 cases 
per thousand of actively tuberculous pa- 
tients in the population from 5 of Pennsy]l- 
vania’s state psychiatric hospitals. 

The prevalence rate was 21 cases per 
thousand of active tuberculous patients at 
Mayview State Hospital. This population 
was derived entirely from Pittsburgh where 
the prevalence rate for active tuberculosis 
in the general population not in mental 
hospitals was 2.7 cases per thousand. The 
tuberculosis mortality rate for these pa- 
tients was 270 per 100,000. Male mortality 
rate was 300, and female rate 240 per 100,- 
000. The general public’s crude tuberculosis 
mortality rate was 10 per 100,000. 

2. In 19 of our cases, no chronological 
primacy could accurately be assigned either 
disease. 


Of the others, more than 90% had been 
confined to mental hospitals for several 
years prior to their tuberculosis being dis- 
covered. Only 2 of 102 of these cases had 
minimal tuberculosis when it was discerned. 

3. The median length of time in years be- 
tween the hospitalization for severe mental 
illness and the discovery of the complicating 
tuberculosis was 15.8 years for the males 
and 10.0 years for the females. When severe 
mental illness occurred as a complication in 
individuals initially hospitalized for their 
tuberculosis, the median time in years be- 
tween hospitalizations for the tuberculosis 
and psychiatric disturbance was 4.0 years 
for the males and 2.25 years for the females. 

4. The actively tuberculous in the general 
population of Pittsburgh not confined to 
mental hospitals had a median age of 46.7 
years ; they were predominantly males and 
a relatively greater prevalence of active 
tuberculosis was found in the non-white 
population. 

Our tuberculosis patients derived from 
this urban area had a median age of 53.8 
years. The male to the female ration ap- 
proaches 2 to 1. The non-tuberculous hos- 
pitalized psychiatric patients in this group 
have a median age of 57.6 years and 52.9% 
of these patients are females. There was no 
statistically significant racial difference be- 
tween the tuberculous and non-tuberculous 
psychiatric hospital populations. 

5. Almost all the actively tuberculous psy- 
chiatric population hospitalized in this series 
suffered from functional psychotic disturb- 
ances (especially schizophrenic reactions ) 
or from chronic brain syndromes, but there 
were no psychiatric peculiarities consistent- 
ly applicable to the tuberculous. 

If we are ever to eradicate tuberculosis 
from our state hospital population, earlier 
detection and more effectual control of all 
hygienic factors in the environment of hos- 
pitalized patients are imperative. The con- 
trol of this major epidemiologic disease 
must be administered by those conversant 
with it. 
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THE OPERATIONAL MATRIX OF PSYCHIATRIC PRACTICE 
II. VARIABILITY IN PSYCHIATRIC IMPRESSIONS AND 
THE PROJECTION HYPOTHESIS ' 


GEORGE N. RAINES, M.D.,? anp JOHN H. ROHRER, Pu.D.* 


In a previous paper(3) an attempt was 
made to isolate pertinent variables respon- 
sible for differences between psychiatrists in 
reported psychiatric diagnostic impressions. 
In that study, reasonable experimental 
control was exerted over the following 
variables: (a) training; (b) experience ; 
(c) nomenclature and definitions; (d) 
length of interview; (e) physical con- 
ditions under which the interviews took 
place ; (f) motivation of the client inter- 
viewed ; and (g) clients interviewed. De- 
spite these equated controls, significant 
variations in psychiatrists’ impressions were 
found. Moreover, the pattern of differences 
was unique for each psychiatrist and the 
pattern that characterized a given psy- 
chiatrist persisted in time. In an attempt to 
explain the observed differences between 
psychiatrists, a “projection hypothesis” was 
developed. This hypothesis derived from 
the assumption that variation between psy- 
chiatrists, with respect to diagnostic judg- 
ments, reflected differing frames of ref- 
erence resulting from the unique trans- 
actional life experiences of the individual 
psychiatrist. It was hypothesized that this 
tendency makes the psychiatrist more sen- 
sitive to certain facets of the patient’s intra- 
psychic dynamics, and also results in a 
greater perceptual distortion of other facets 
of the patient's personality structure, which 
are projected in the diagnosis. 

This paper reports a study designed to 
test more specifically the projection hypo- 
thesis. 


1 This study is a part of a larger research project 
supported by the neuropsychiatry branch, Bureau of 
Medicine and Surgery, U. S. Department of the Navy, 
under ONR Contract Nonr 1530(07) between the 
Office of Naval Research and Georgetown Univer- 
sity. The opinions expressed herein are those of the 
authors and do not necessarily reflect the opinions of 
the sponsoring agency, the Department of the Navy. 

2 Dr. Raines died on Sept. 16, 1969. 

3 Psychiatry Department, Georgetown University 
School of Medicine, Washington, D. C. 


METHOD AND PROCEDURE 


Subjects. The subjects used were 116 
enlisted regular Navy men, all on duty at a 
Naval installation on the Eastern seaboard. 
The men formed a homogeneous group. 
Their average age was 23.7 years, and 
ranged from 19 to 28 years. Their NGCT 
scores ranged from 36 to 67 with an average 
of 51.8. They were all functioning satis- 
factorily in the billets to which they were 
assigned; none had been sent to Sick Bay 
for suspected psychiatric disabilities. The 
men were assigned at random for a 30- 
minute psychiatric interview with one of 
4 psychiatrists. They were told that the 
interview was a part of an experimental 
study being carried out for the Navy. 

Examining Psychiatrists. The 5 psychi- 
atrists used in this study, were civilian 
psychiatrists. Table 1 summarizes their 
psychiatric experience. 

All had received psychoanalytic training 
in the same institute. The fifth psychiatrist 
had given personal training analysis and 
supervision to the other four and thus had 
become well acquainted with each of them. 
He was requested to prepare an assessment 
of the personality structure of each of the 
junior psychiatrists using the knowledge he 
had gained from working with them. This 
constituted one set of data. 

A second set of data was supplied by the 
psychiatric assessments of the enlisted men 
made by the 4 junior psychiatrists. These 
data were collected for use primarily in 
connection with studies of leadership. Prior 
to the start of the assessment program two 
2-hour discussions were held by the psy- 
chiatrists where they reached common 
agreement on the areas of the personality 
structure to be examined in the interview, 
the nomenclature to be used, and the 
definitions of the chosen nomenclature. 
They dictated their clinical impressions 
immediately following each interview. 

Thus, two independent sets of data were 
available for analysis : (a) transcribed psy- 
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TABLE 1 
PsYCHIATRISTS PROFESSIONAL BACKGROUND 


Years 


Years Psychoanalytic 
Psychiatric Training 
Psychiatrist Practice (beyond personal analysis) 
I 9 3 
I 8 2 
Ill 7 3 
IV 7 3 
Vv 16 6 


chiatric impressions of 116 enlisted men diagnosis. Statistical analyses of the fre- 
who had been assigned at random to 4 quency data were made through the use 
examining psychiatrists; and (b) writ- of Chi-square where applicable. For those 
ten personality assessments on each of the 4 categories found significant statistically, 
examining psychiatrists, prepared by the profiles were plotted for each psychiatrist. 
senior psychiatrist who was well-acquainted 

with their psychodynamic way of function- 


ing. The results of the Chi-square analysis 
Data Analysis. The major analytic tool are presented in Table 2. Of the 11 cate- 


used for evaluating the assessment data 
was the method of content analysis(2). $°ries with sufficiently high frequency to 


The 116 clinical summaries were analyzed Permit statistical evaluation, 3 (passivity, 
by tabulating the frequency with which ‘dependence, and social insecurity) did 
references were made to each of 41 cate- 0t show statistically significant differences 
gories. These categories were chosen be- between psychiatrists. This finding was in 
cause they were used in the recorded sum- agreement with the verbalized consensus 
maries as diagnostic, descriptive categories of the psychiatrists’ opinions to the effect 
one or more times. The categories used that the subjects, as a group, could best be 
could be grouped under the following characterized as passive dependents seek- 
general headings: (a) physical appearance ; ing secure positions in society. 

(b) family referents and attachments ; (c) The finding of significance in the remain- 
dominant defenses utilized in interpersonal ing 8 categories permitted the questioning 
situations ; (d) sexual adjustment and at- of the assumptions underlying the use of 
tachments ; (¢) intellectual factors; and the Chi-square test, namely that the varied 
(f) diagnostic terms used in the psychiatric personality configurations of the enlisted 


TABLE 2 


Cut-SQUARE VALUES FOR CONTENT ANALYSIS FREQUENCIES 


Category Chi-Square Value Level of Significance 
1. All Diagnostic Factors 7.91 P> .05 
2. Appearance 31.80 P> 0.1 
3. Security (social) 3.32 P< .30 
4. Response to Authority 11.84 P> Ol 
5. Masculinity-femininity 21.88 P> Ol 
6. Passivity 3.00 P< .30 
7. Intelligence 33.20 P> .Ol 
8. Ambition 17.86 P> Ol 
9. Spread of Interests 11.20 P> .02 
10. Dependence 2.20 P< .30 
11. Aggression 19.58 P> .01 
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men were distributed equally between psy- 
chiatrists, or our assumption that the evalu- 
ative frame of reference used by the dif- 
ferent psychiatrists was the same. The men 
had been assigned to psychiatrists through 
the use of a table of random numbers, to 


guard against systematic bias. In a previous 
study(3) we demonstrated that potential 
lack of randomness was not responsible for 
similarly observed differences. Thus, the 
second assumption seemed the more reason- 
able one to reject. Figure 1 presents pro- 
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FIGURE 1 
Grapuic Prori.es, BY PsyCHIATRIST, OF USAGE OF CATEGORIES IN WHICH 
STATISTICAL SIGNIFICANT DIFFERENCES WERE OBSERVED 
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files* for each psychiatrist showing the 
relative frequency with which they used 
the significant categories. 

The profiles reveal the idiosyncratic pat- 
tern, by psychiatrist, suggested by the sta- 
tistical analysis. An explanation of these 
patterns is given in the “projection” hypo- 
thesis—i.e., that differences observed in 
diagnostic judgments reflect a tendency, on 
the part of the psychiatrist, to attribute 
to his patient some of the psychiatrist’s own 
personality characteristics. This results in 
a greater sensitivity, on the part of the 
psychiatrist, for certain facets of the pa- 
tient’s personality structure and a greater 
perceptual distortion of other facets of the 
patient’s personality structure. In this study, 
to test further the projection hypothesis, a 
comparison was made between a verbalized 
summary of the facts revealed in the content 
analysis profile and the verbalized summary 
prepared by the senior psychiatrist. The 
pairs of descriptive paragraphs for each 
> oe are juxtaposed and presented 

ow. 


Psychiatrist 1 : Content Analysis Summary. 
This psychiatrist places greatest emphasis on 
masculinity-femininity and personal appear- 
ance characteristics, with moderate overempha- 
sis on intelligence and ambitions. He fails to 
note (on a relative basis) anxiety, paranoia, 
depression or hostility. He fails to see any 
evidence of rejection or female attachments. 


4 Because the total number (frequencies) of usages 
of categories differed for each psychiatrist, it was 
necessary to correct for this factor in order to make 
directly comparable profiles for the psychiatrists. The 
formula used for correcting the frequencies was : 


(pT£) (cTE) 
psTf 


Profile Category Value 


Where : 

ptf=Total frequencies in all categories for psy- 
chiatrist X ; 

psTf=Total frequencies in all categories for all 
psychiatrists ; 

cTf=Total frequencies in a given category for all 
psychiatrists ; 

pcTf= Observed frequency in a given category for 
psychiatrist X. 
The resulting profile category value would have a 
value of one, if psychiatrist X had shown the same 
proportion of use as did the other psychiatrists. The 
“diagnostic factors” category has been broken down 
into discrete nomenclature terms in the graphic pre- 
sentation. 


Senior Psychiatrist Evaluation. This psychi- 
atrist is a middle-aged man who has been 
quite concerned about masculinity. He has 
need to avoid recognizing any personal need 
for affection from others, yet his pattern has 
been to “mother” other people considerably. 
He is inclined to be rigid and to place too 
much emphasis on such qualities as ambition 
and intelligence. He is too concerned with 
politeness, manners, and personal appearance, 
and at times not enough concerned with what 
goes on inside of people. His chief difficulty 
is his tendency to treat all people as “nice” 
people and to not recognize their hostilities or 
other psychiatric disturbances. This tendency 
to overly minimize the importance of psychi- 
atric disturbances had on occasion interfered 
with his establishing an effective relationship 
with patients. 


Psychiatrist 2: Content Analysis Summary. 
This psychiatrist places greatest emphasis on 
rejection, repression, paranoia, and female 
attachments. He overemphasizes, to a lesser 
degree, anxiety, aggression, hostility, and de- 
pression. He tends to fail to report personal 
appearance, dependency feelings, feelings con- 
cerning masculinity-femininity, intelligence, 
and ambition strivings. Senior Psychiatrist 
Evaluation. This psychiatrist is middle-aged 
and is married. He is the older of two brothers. 
He had overly strong feelings of maternal re- 
jection and still is quite competitive with a 
brother who managed to get ahead of him in 
school. He is of good intelligence. One of his 
chief difficulties has been his paranoid tend- 
encies expressed by presenting himself, at 
times, as stupid and stubborn to avoid sup- 
posed exploitation. This has frequently resulted 
in people rejecting him. He has a studied disre- 
gard for his personal appearance, apparently 
trying to maintain the “country” appearance 
of his earlier childhood environment. He has a 
considerable need on the one hand to overlook 
hostility, and on the other hand to emphasize 
it unnecessarily. One of his difficulties in inter- 
viewing is his tendency to treat an interviewee 
as a “good boy” and to substitute a superficial 
type of friendliness for an attempt toward 
deeper understanding. His dependency needs 
are strong but he would likely neglect them. 
He has shown periodic periods of depression 
and is capable of sudden strong likes or dis- 
likes. 


Psychiatrist 3: Content Analysis Summary. 
This psychiatrist places greatest emphasis on 
female attachments, depression, and hostility, 
with lesser overemphasis on security in social 
situations, dependency, passivity, and anxiety. 
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He tends to underemphasize male attach- 
ments, ambitions, and intelligence. He tends 
to ignore rejection and paranoia. Senior 
Psychiatrist Evaluation. This psychiatrist is 
in his middle thirties, an only child, and 
married. One of his big difficulties has 
been his dependent attitudes and his need to 
ingratiate himself in the presence of “supe- 
riors.” Also, he tends to be overconscientious 
in reporting his felt limitations. He is particu- 
larly good at interviewing and probably picks 
up most pathology. His difficulties in an inter- 
view might be in handling some rather sudden 
hostile attitude on his part toward a client, or 
some unevenness due to a period of mild de- 


pression in himself. 


Psychiatrist 4: Content Analysis Summary. 
This psychiatrist places greatest emphasis on 
anxiety, paranoia and dependency, with lesser 
overemphasis on passivity, intelligence, and 
ambition. He failed to note any masculinity- 
femininity factors or any rejection. He 
tends to underemphasize personal appear- 
ance, aggression, hostility and _ repression. 
Senior Psychiatrict Evaluation. This middle- 
aged psychiatrist has recently been married. 
He was the younger of two sons and his 
mother’s favorite. Earlier he had considerable 
anxieties about his dependency needs and 
handled them, as he grew up, by isolating 
himself more and more. He still has a tendency 
to overemphasize the importance of depend- 
ency needs. He has always tried to be “the 
best” person. When this was impossible he 
tried to finish second to a more brilliant col- 
league with whom he would establish an 
identifying relationship. He is acutely sensi- 
tive to paranoid tendencies and emphasizes 
them considerably. He tends towards a narcis- 
sistic obsessive picture with a tendency to 
intellectualize rather than to make use of his 
sensitiveness. I would expect him to identify 
with persons like himself in interviewing and 
perhaps to overemphasize intelligence. 


DISCUSSION 

The high degree of agreement between 
the summaries written on the basis of results 
from: (a) a content analysis made from 
each psychiatrist's written evaluation of 
clients ; and (b) the independent evalua- 
tion of the psychodynamic structure of each 
assessing psychiatrist made by the senior 
psychiatrist, are favorable to the projection 
hypothesis. 

Admittedly, the number of assessing psy- 
chiatrists was small, and perhaps the gener- 


ality of the findings might have been 
enhanced if more senior psychiatrists, 
thoroughly acquainted with the assessing 
psychiatrists, had been available for use. 
The face validity of the results, however, 
minimize this latter consideration. 

Coupled with the findings in our pre- 
viously reported paper(3), the argument 
for the projection hypothesis becomes more 
convincing, since in the current study we 
were able to provide a valid independent 
measure of the psychodynamic structure 
of the psychiatrists and to demonstrate, 
with the assessing psychiatrists studied, that 
the projection hypothesis was substantiated. 

The systematic objective data recorded 
herein offer evidence for the common ob- 
servation that individual differences do 
exist between psychiatrists with respect to 
the relative effectiveness with which they 
are successful in recognizing various func- 
tional psychiatric syndromes. The data sug- 
gest that these individual differences can 
be attributed, at least in part, to internalized 
frames of reference (psychodynamic struc- 
ture) acquired as a result of developmental 
social transactions. Vicarious experiences 
gained through the study of psychiatric 
theory and method are effective in decreas- 
ing the distortion of the perceptions and 
judgments of the assezsing psychiatrist to 
the extent that they are effective in bringing 
about an alteration of this internalized 
frame of reference, the most important al- 
teration being at an unconscious level. It is 
paradoxical that it is from such individual- 
ized, personalized frames of reference that 
theoretical advancements to the science of 
psychiatry must come, yet the same refer- 
ence frames serve as one of the major 
impediments to a more rapid development 
of a science of psychiatry. 

The data also make explicit the need on 
the part of the evaluating psychiatrist, to 
objectively consider his own psychody- 
namic structure, as well as the perceived 
psychodynamic structure of his client, when 
he is arriving at diagnostic judgments of the 
client, inasmuch as those judgments are 
formed from the interpersonal transactional 
matrix of the interview situation. The data 
suggest that for the most reliable psychiatric 
diagnosis and prognosis of a given client, it 
would be desirable to utilize pooled inde- 
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pendent judgments made by several psy- 
chiatrists with known different psycho- 
dynamic structures, and that these pooled 
judgments would best represent the psy- 
chodynamic structure of the client. 

A study by Cohen, et al.(1) concerned 
with a somewhat different problem presents 
results that are entirely consistent with our 
hypothesis. The Cohen study was concerned 
with the recording and study of interviews 
carried out by psychiatrists with 3 success- 
ful Naval Officers. The average amount of 
interviewing with each officer was approxi- 
mately 225 hours. The recorded interviews 
were each listened to separately by 3 
different psychiatrists and interpretations 
were made of the psychodynamic processes 
revealed, as the interview proceeded. Later 
the psychiatrists jointly discussed their 
interpretations, The background of the psy- 
chiatrists and the results of their joint dis- 
cussions can best be described by direct 
quotes from the Cohen report. 


. . . all the participants in the project had 
received the major portion of their psychiatric 
training under the same teachers, and three 
had worked together in ordinary professional 
association for ten years. 

. . . It was amply demonstrated that the 
participating psychiatrist, no matter how ex- 
perienced, not infrequently failed to note the 
significance of some communication of the sub- 
ject, and in retrospect, failed to recall the 
content and emotional quality of the interview 
with accuracy. This represents, of course, a 
source of error and delay in carrying out psy- 
chotherapy or any other interview procedure. 
The causes for the psychiatrists’ inadequacies 
in evaluating the subjects’ meanings apparently 
have to do with the emotions, tensions, and 
patterns of reaction in his own character. 


These findings by Cohen, et al., while in 
full support of our projection hypothesis, 
suggest that the processes involved in- 
clude more than a projection mechanism. In 
our earlier paper(3) we alluded to such a 
conclusion by stating “. . . the psychiatric 
decision involves not only the psychiatrist's 
emotional problems and defenses, but also 
his entire value system and probably his 
self-image.” In that paper our results, 
properly, could be generalized only to the 
projection hypothesis. Results presented in 
this paper offer evidence that the psychia- 


trist’s value system (e.g., values of personal 
appearance, intelligence, ambition,) do in 
fact become involved and color the reports 
of clinical impressions ; i.e., that the psy- 
chiatrist unconsciously identifies with cer- 
tain aspects of the client’s psychodynamic 
functioning and reacts to that identification 
in terms of the way he positively or nega- 
tively values the characteristic in his own 
functioning. 

It is probable that our findings concern- 
ing the role of the psychiatrist's psycho- 
dynamic structure enter into and influence 
another most important area of psychiatry, 
namely the area of theorizing and theory 
building concerning matters of psychody- 
namic structure and function. 

As was noted in our previous paper(3), 
the technique of content analysis, as applied 
to clinical diagnostic summaries, would be 
useful when applied to the evaluation of 
psychiatrists being selected for, or in, train- 
ing programs. 


SUMMARY 


The study was designed to test the hypo- 
thesis that observed variations between 
psychiatrists, with respect to diagnostic 
judgment, reflected a tendency on the part 
of the psychiatrists to attribute to his client 
some of the psychiatrist’s own personality 
characteristics, and that this tendency made 
the psychiatrists more sensitive to certain 
facets of the personality structure of the 
psychiatrists and also resulted in a greater 
perceptual distortion for other facets of the 
patient’s personality structure. 

The design utilized involved 5 civilian 
psychiatrists all of whom had received 
advanced psychoanalytic training in the 
same institute. The 4 junior psychiatrists in 
this group were used as assessment psy- 
chiatrists in a special assessment program of 
116 enlisted men on duty in a Naval in- 
stallation. The senior psychiatrist was used 
to assess the psychodynamic structure of the 
4 junior psychiatrists. 

The data on the 116 enlisted men com- 
prised diagnostic clinical summaries dic- 
tated immediately following an interview 
that lasted approximately 30 minutes. These 
data were analyzed through the use of 
content analysis techniques. Thus, two in- 
dependent measures of the psychodynamic 
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structure of the junior psychiatrist were 
available : (a) the senior psychiatrist's im- 
pressions written up in the form of a 
clinical diagnostic summary ; and (b) the 
“projected” reflections of the psychiatrist's 
psychodynamic structure as revealed in the 
content analysis of his clinical summaries. 

Those content analysis categories that 
were found to differ between the junior 
assessing psychiatrists at a_ statistically 
significant level were compared with the 
comparable data to be found in the assess- 
ment made by the senior psychiatrist. A 
high degree of agreement was observed be- 
tween the two independent measures. 

The results of this analysis were inter- 
preted as supporting the projection hypo- 


thesis. They also suggest that the hypothesis 
needs to be expanded to include identifica- 
tion processes, and the psychiatrist's value 
system and self image. The results are 
briefly discussed in terms of their implica- 
tion for psychiatric training, psychiatric 
theory building relative to psychodynamic 
principles, and reliable psychiatric diag- 
nosis. 
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It would be difficult to exaggerate the 
impact of Freudian psychoanalytic theory 
and practice on contemporary American 
psychiatry, and in turn, because of the al- 
most frightening “psychiatric awareness” 
of the population, on the American scene 
itself. Consider, for instance, the veritable 
flood of films from Hollywood in the recent 
past in which a psychoanalyst has played a 
major role. He—or even she—in suave, 
measured tones creates order out of chaos 
and with magical facility explains the in- 
explicable. Even the language has been 
influenced : an odd assortment of phrases 
of pseudo-analytic jargon has been incor- 
porated into everyday parlance. Thus, peo- 
ple no longer get on well together, they 
“relate themselves well to each other” ; or 
they are “relaxed and well integrated” when 
they might have been written off as “rather 
nice. 

The demand for psychotherapy, which is 
almost synonymous in the States with psy- 
choanalysis, is enormous and far exceeds 
the supply of bona fide therapists. The 
‘situation is reflected in a cartoon in an 
American magazine in which a young, 
enterprising analyst is shown with a notice 
on the door of his office which reads 
“Three couches : No waiting !” Incidentally, 
it is an intriguing problem and one worthy 
of investigation, why psychoanalysis, a Eu- 
ropean transplant, should have flourished 
so luxuriantly in America and so far out- 
grown its parent root in Europe. To illus- 
trate this point let it be noted that there 
are more psychoanalysts in practice in 
Philadelphia alone than in the entire United 
Kingdom. It should be added that there 
are many psychiatrists in Britain who sub- 
scribe to Freudian concepts as a psycho- 
logical theory, but not as a psychothera- 
peutic procedure. 

It must be pointed out, too, that the 
methods of referral to a psychiatrist in 
America differ radically from those which 
obtain in England where a letter of in- 


1 Horton Hospital, Epsom. Fullbright Fellow in 
Psychiatry, U.S.A. 1953/54. 
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troduction from the family doctor, or a 
brother specialist, is the accepted proce- 
dure. In America anyone who, in his own 
wisdom, considers he should consult a 
psychiatrist makes his own appointment at 
the clinic or office. Furthermore, the reasons 
for a psychiatric consultation are much 
more broadly based. The existence of “prob- 
lems,” that is to say difficulties of a day-to- 
day sort not causing distress or illness in the 
true sense of the words, are sufficient to 
warrant a consultation, or, maybe, the 
inception of a personal analysis. In all, it 
would appear that the American psychia- 
trist is endowed by the public with an 
omniscience and infallibility which mer- 
cifully does not obtain in England. 
“Money speaks sense in a language all 
nations understand.” What then is the 
relative cost of psychiatric treatment in 
our two countries? This is not the time 
or place to argue the rights or wrongs of 
the British National Health Service. Never- 
theless, it cannot be gainsaid that since it 
came into being, adequate, or more than 
adequate, treatment is available to all “for 
free” on an in-patient or out-patient basis. 
Such private mental hospitals as remain 
offer little more than perhaps increased 
creature comforts for the high cost which 
ever rising prices compel them to charge. 
In America, on the other hand, the avail- 
ability and quality of treatment is dictated 
by income. For the lower-income groups 
it is true that psychiatric treatment is of- 
fered free in the city or state hospitals 
which vary enormously, however, in their 
standards. For the rich there is no problem : 
the best treatment in the world is at their 
disposal, but at staggering cost. It is the 
middle-income groups for which a lengthy 
psychiatric illness might spell financial 
ruin in spite of a variety of medical in- 
surance schemes which either exclude or 
provide reduced benefits for such an illness. 
To consider the place of psychiatry 
amongst its sister disciplines in medicine : 
It is all too evident that in America, psy- 
chiatry, the erstwhile ugly sister, has been 
so glamorised that she is fast becoming the 
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family favourite and now takes her rightful 
seat at, or near, the head of the family table. 
In England psychiatry still sits “below the 
salt.” For some years now in America full 
psychiatric services have been available in 
most teaching hospitals and university 
clinics, and these services are rapidly 
spreading to other hospitals at a rate faster 
than in England. 

As to the teaching of psychiatry, both 
undergraduate and post-graduate, the pro- 
grammes in the states are much more 
ambitious than is the case in England where 
the battle for an appropriate place in the 
curriculum is still being waged. Further- 
more, there is an ever-increasing trend in 
America to teach psychiatry not as an 
encapsulated subject, beginning and ending 
with the psychoses and neuroses, but to 
teach in addition the psychiatric implica- 
tions of the many ills to which man is heir. 
Psychosomatic medicine, therefore, which 
was re-born in America, looms much larger 
in the theory and practice of medicine in 
general in America than in England. 

What is more calculated to turn the 
visiting Englishman green with envy are the 
glittering academic palaces which stud the 
American psychiatric scene with their ap- 
parently unlimited resources for research 
in terms of money, man-power and equip- 
ment. Because of this academic affluence, 
research projects can be attacked on a 
broad front. In England, where the tradition 
of research on the bent-pin-and-bits-of- 
string tradition persists, research must be 
narrowed and the precise target carefully 
pin-pointed. In the circumstances, it is 
not surprising that some of the world’s best 
research is carried out in the States. What 
is surprising is that England still makes her 
contribution, and a substantial one at that. 

The emphasis on psychoanalysis as a 
psychotherapeutic procedure in America 
has been stressed. As to other psychiatric 
techniques there is seemingly little dif- 
ference between the two countries, except, 
perhaps, in the degree of their use. 

The attempt to drown both the neuroses 
and the psychoses in a sea of tranquilisers 
has failed and some sober re-thinking is 


going on on both sides of the Atlantic. But 
there is now a rising tide in the use of the 
thymoleptics, or psychic energisers; al- 
ready, in England at any rate, there is an 
undertow of criticism of these drugs be- 
cause of their toxicity and side-effects and 
a call to stem the tide is being made until 
further assessment can take place. 

In both England and America deep- 
insulin coma treatment for schizophrenia 
is on the way out: the leucotome is less 
in evidence, too: but electroshock in Eng- 
land, particularly in combination with in- 
travenous anaesthesia and muscle relaxants, 
holds an honoured place in the treatment 
of the psychoses, particularly the depres- 
sions, despite competition from the psychic 
energisers. 

The instrument, however, which promises 
to alter the entire face of British psychiatry 
is not a surgical, but a legal one. The Men- 
tal Health Bill (1959) has received the Royal 
Assent : the substantial changes in the law 
which it contains should begin to come into 
operation this summer. The new Bill is in- 
deed a “Bill of Rights” for the mentally ill. 
It envisages the elimination of the time- 
honoured practice of treating the mentally 
sick as second-class invalids. Thus, in 
future, there will be no “designated hos- 
pitals” : any kind of hospital may receive 
any type of mental patient whether on 
an informal basis or under detention. 
Furthermore, the emphasis is to be on pro- 
phylactic and/or domiciliary services so as 
to avoid admission to hospital of any sort. 
For those who do not need, or no longer 
need, in-patient care the local authority is 
obliged to set up all types of community 
care including day or residential training 
centres, residential accommodation in pri- 
vate homes or hostels, and general and 
social help and advice. 

If the Brave New World for the mentally 
sick which Britain’s legislators have de- 
signed is really built—and it is a momentous 
undertaking—then psychiatry, or perhaps to 
be more exact, social psychiatry in England, 
will have hoisted itself to a position of the 
first rank compared not only with America 
but with all countries of the civilised world. 
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MOTOR FUNCTION IN MENTATION ; IMAGERY AND 


HALLUCINATION ; THE INDEPENDENCE OF THE HIGHEST 


Liddell, in his thought-provoking work 
with sheep and goats, made an observation 
that sheds light on the neural processes of 
imagery. A metronome ticking once a 
second is a conditioned stimulus, a mild 
electric shock being given to the right fore- 
leg on the eleventh tick. When the reflex 
is established, the behavior of the animal 
is as follows. 


On the third or fourth tick of the metronome 
he executes a small, precise flexion of the 
right foreleg followed by a series of deliberate 
unhurried flexions of increasing amplitude and 
vigor. Coinciding with the eleventh bat of 
the metronome a brief electrical stimulus is 
delivered to the rhythmically flexing foreleg. 
In response to this electrical startle stimulus 
(he) executes a brief but vehement flexion of 
the foreleg reminding one of the withdrawal 
of the hand at the bite of an insect. Follow- 
ing this rapid, perfunctory flexion (he) im- 
mediately resumes his quiet, alert pose. 


Liddell accepts Nolan Lewis’ interpreta- 
tion of this behavior, namely that the 
animal is “symbolically running away with 
his right foreleg only”(8). 

While I have great respect for both 
Liddell and Lewis I submit that this 
interpretation is incorrect. In the first place 
locomotion with one leg in an animal with 
4 good legs is inconceivable. In the second 
place the movements of locomotion, even if 
only symbolic, would not be “deliberate 
and unhurried”; they would be rapid. I 
suggest instead that the rhythmic flexion of 
the leg is the external sign of anticipation. 

Having been conditioned, the animal 
recognizes the first tick of the metronome as 
the forerunner of a shock. Whatever he may 
have been thinking before stimulation, the 
first tick starts the process of anticipation. 
On the third or fourth tick the rhythmic 
flexion begins, increasing in amplitude with 
each tick, the animal knowing that each 

1 From the Department of Neurology and Neuro- 


surgery, The New York Medical College, Flower and 
Fifth Avenue Hospitals, New York, N. Y. 
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tick brings the dreaded shock that much 
closer. The rhythmic flexion is a sign that 
he is thinking of the coming shock. 

But why doesn’t the animal think of the 
coming shock motionlessly ? Why isn’t he 
motionless for the first 10 ticks (which are 
not accompanied by shock), flexing the 
foreleg only on the eleventh, in response 
to the actual shock ? He clearly is thinking 
of the shock before he gets it, and his think- 
ing is associated with flexion of the leg, 
i.e., with explicit, not implicit, movement. 

If the animal could speak, he no doubt 
would say to himself, “Here is that infernal 
metronome again. A shock is coming soon. 
A shock makes me withdraw my foreleg.” 
The image of the coming shock is ac- 
companied by explicit rather than implicit 
movement because implicit movement pre- 
supposes a more advanced brain than the 
animal possesses. Implicit movement is a 
sign of high evolution. 

An illuminating incident occurred in the 
case of a healthy infant who automatically 
responded to an aeroplane passing overhead 
by looking up at it and reaching for it. He 
also reached for it when he was indoors and 
heard a plane which he could not see. The 
incident occurred when he was 12 months 
old, not yet able to stand unsupported. He 
was standing at the bookshelf, holding on 
with one hand, while with the other he was 
tossing a pile of magazines one by one to 
the floor, a favorite pastime of his. Presently 
he heard a plane outside. Still holding on 
with the one hand, he reached aloft with the 
other, maintaining this posture until the 
plane had passed out of earshot, when he 
resumed his play with the magazines. His 
image of a plane included a motor com- 
ponent : one reaches up for it. 

This lad grew up to become a jet pilot 
in the United States Air Force. Though he 
no longer reaches up to try to touch a 
plane in the sky, I venture to think that 
whenever he sees or hears a plane, or even 
thinks of one, action currents still race down 
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the nerves to his shoulder muscles. But 
there no longer is overt or explicit move- 
ment, just implicit movement. 


The distinction between explicit and 
implicit movement is clearly seen in speech, 
which is the most special and most complex 
movement of all. Implicit speech is in- 
audible ; it is what we say to ourselves 
when we think silently. Primitive speech, 
as in the child learning to talk, is explicit, 
audible. The child says what he thinks. 
Enigmatic behavior, the ability to think 
without tipping one’s hand, to keep one’s 
thoughts to oneself, is a trait of the adult, or 
of the child who has reached an advanced 
stage of development. 

Brain(1) has told us of the little girl who, 
when admonished to think before she 
speaks, protested, “But how can I know 
what I think till I hear what I say ?” There 
is profound truth in her protest. Mentation 
is interwoven with movement (including 
speech ), which, in early life, is explicit. 

Why is it necessary to reach a certain 
stage of development before one can think 
without moving (or speaking) ? It would 
seem that the highest cerebral centers must 
mature up to a point before they can func- 
tion of themselves, without associated 
activity of lower centers. The highest cen- 
ters are newer than lower centers. They are 
more complex and take longer to develop. 
At first they seem to “require the support” 
of lower centers, using them as a crutch. 
Only after a certain measure of growth 
and exercise can they dispense with the 
crutch and function independently, per- 
mitting mentation to take place, when 
necessary, without explicit movement (or 
speech ). 

Even at this later stage of development, 
when we can think without moving (or 
speaking), there is rudimentary movement, 
as in the action currents which I have as- 
sumed in the case of the man who as an 
infant reached up for the planes. Golla(3) 
recorded the movements of his own larynx, 
and found that when he sang an octave he 
obtained an ascending curve. When he 
merely thought of the octave he obtained a 
similar curve, but of smaller amplitude. 

Since thought is so closely interwoven 


with speech, it is understandable why some 
schizophrenics localize their auditory hallu- 
cinations in the throat, larynx and mouth. 
A schizophrenic with Gedankenlautwer- 
den, whose case was reported elsewhere 
(6), said he was “loud-minded,” by which 
he meant his thoughts were “loud,” i.e., 
audible to other people. He said : 


Whatever I think, you can hear, without me 
saying it with my tongue . . . Whatever I think, 
my voice-box goes like. I should think with 
my head, not my voice-box. [An example ?] 
The other day I was wondering how my blood 
test was going to turn out, and I heard these 
words, “I wonder how my blood test is going 
to be.” My lips didn’t say it, my voice-box 
said it. I think in my voice-box, and then it 
goes up in my mind, and then it sounds just 
like—( gropes for a phrase )—transformed broad- 
casts . . . If I was natural (i.e., well), when 
I think of something, I'd think just a little bit. 
This way, I must think with my voice-box. I 
must talk it, but not with my tongue. It’s all 
in my head. 


Another schizophrenic heard voices 
which came in through his nose and mouth 
rather than his ears. When asked to explain 
this, he expostulated, “Your mind is con- 
nected with your mouth, isn’t it ?” 

In thinking, we use not only the larynx 
and other organs of articulation, but, since 
words can be written, we also use our 
hands. In an article in a literary magazine 
Malcolm Cowley(2) provides some fascin- 
ating material on the physical aspects of 
the writer’s craft. Most writers, he says, 
“are manual types. Words are not merely 
sounds for them, but magical designs that 
their hands make on paper.” He quotes 
Simenon : “I am an artisan. I would like to 
carve my novel in a piece of wood.” Cowley 


says further : 


Hemingway used to have the feeling that 
his fingers, as they held a pencil, did much of 
his thinking for him. After an automobile 
accident in Montana, when the doctors said 
he might lose the use of his right arm, he was 
afraid he would ha‘: to stop writing. Thurber 
used to have the sense of thinking with his 
fingers on the keyboard of a typewriter. When 
he and Elliot Nugent were working together 
on their play “The Male Animal” Nugent would 
say to him, “Well, Thurber, we've got our 
problem, we've got all these people in the 
living room. What are we going to do with 
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them ?” Thurber would answer that he didn’t 
know and couldn’t tell him till he’d sat down at 
the typewriter and found out. 


Motor function plays an outstanding role 
in reasoning. If we were shown two photo- 
graphs of a man, one made while he is 
listening to music, the other while he is 
doing a hard problem in mathematics, it 
would be easy to tell which is which. When 
listening to music a man’s face is smooth 
and relaxed, but when he is doing mental 
“work” his brow is creased and furrowed. 

There is motor activity even when one 
passively hears a sound. This matter is best 
understood in the light of Hughlings Jack- 
son’s formulations of the neural basis of 
imagery, which have been quoted else- 
where(5). But, speaking relatively, listen- 
ing to music is a passive exercise, while 
problem solving is an active exercise. Prob- 
lem solving is work—not only mental work 
but also muscular work as seen in the 
furrowed brow. What underlies this dis- 
tinction between passive listening to music 
and the active solving of problems ? 

The answer is that reasoning and prob- 
lem solving involve the manipulation of 
objects, if only implicitly. The prototype 
of reasoning is seen in Koehler’s chimpan- 
zee. Outside the cage there was a banana 
and two bamboo sticks, neither of them 
long enough to reach the fruit, which lay 
beyond reach. One day the animal fitted 
one stick into the other and now had an 
instrument long enough to reach the ba- 
nana. Between this primitive reasoning and 
the reasoning of the chess player the dif- 
ference is in degree only. The chess player 
may work out a problem without moving 
a muscle—he may be sitting as still as a 
statue—but there is movement just the same, 
implicit movement. There is what Jackson 
called an “idea of a movement” (4). 

In these remarks on the independence of 
the highest cerebral centers I am merely 
repeating what Jackson said many years 
ago. In his paper “On Post-epileptic States,” 
in Section VI, headed “On Degrees of 
Detachment and Degrees of Independence 
of Levels of Evolution,” he wrote: 


Another way of regrading the evolutionary 
process is to say that the several levels, in 
spite of their dependence on one another, 


attain, as evolution progresses, a degree of 
independence of one another. 

As evolution progresses the highest centres 
not only gradually develop (become increasing- 
ly complex, etc.), but also become more and 
more detached from, and more independent 
of, the lower centres out of which they have 
been evolved . . . There are degrees of 
detachment and of independence. . . Our 
highest sensory and highest motor centres 
(together the “organ of mind”) can energise, 
to a large degree, independently of the lower 
centres out of which they have been evolved, 
and by aid of which they have been developed ; 
consequently they can act independently of 
the environment. . . 


The adult, who can think without speak- 
ing, may regress to the earlier stage. In 
some abnormal mental states the patient 
thinks out loud. On any busy street one 
comes across self-absorbed people, appar- 
ently demented, muttering to themselves 
out loud. A school teacher emerged from a 
catatonic stupor and became for a time 
very nearly normal. She recalled that during 
the first 4 days of her emergence she felt 
“horrible,” because “I had no speech con- 
trol. It seemed as if I couldn’t think things 
but could only say them. There was a great 
fear in my mind that I would never again 
be able to think without speaking, and I 
thought how horrible it would be to have 
to go through life that way.” 


IMAGERY AND HALLUCINATION 


Thus far our attention has been on move- 
ment, a motor function. In sensory function 
too we must consider the independence of 
the highest cerebral centers. Here we come 
upon the function of imagery and the patho- 
logical state, hallucination. There must be 
a reason why a patient has thought echo, 
or Gedankenlautwerden, in which he hears 
voices that repeat verbatim the thoughts in 
his mind. 

Hughlings Jackson, with his character- 
istic insight, has given us a lucid formula- 
tion of the neural basis of imagery. He 
said : 


I suppose that I am seeing a brick . . . What 
first happens is that there is a peripheral 
impression (upon the retina), impulses then 
pass through the lowest, through the middle, 
and up to the highest sensory centres . . . So 
far we have only stated one half of the 
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reflex action, have only reached the physical 
condition correlative with the colour of the 
brick. It and all other objects have shape, and 
this as much requires to be accounted for as 
the colour. The shape of an object is the 
relation of its several positions one to another ; 
our knowledge of this relation is by move- 
ments, in this case ocular movements . . . By 
currents passing from the highest sensory 
centres, so to speak, “across” to the highest 
motor centres, and from these downwards, 
through middle and lowest motor centres to 
muscular periphery, there is development of 
movements of the eyeballs . . . Here we have 
. . reflex action. 


Jackson then considered what happens 
when we merely think of an object : 


The vivid image, the mental state we have 
(when we see a brick) arises during (not 
from) the physical condition in the two 
divisions of the highest centres, and is strongly 
and definitely “projected,” because the lower 
centres are engaged; it seems part of the 
outer world. Next day, we can think of the 
brick in its absence, have “an idea of it,” or, 
as I prefer to say, have a faint image where 
yesterday we had a vivid image. In this 
case the reflex action is incomplete and weak ; 
the lowest and the middle sensory centres and 
the middle and lowest motor are not engaged. 
The highest sensory and motor centres are alone 
engaged ; there is still reflex action, but only the 
central links of the great sensorimotor chain are 
engaged ; the central part only of the whole 
process which occurred in perception is done 
over again, and, the excitations being slight, 
the image arising is faint, and, the lower 
centres not being engaged, it is feebly and 
indefinitely projected, seems more part of 
ourselves. 


Thus Jackson held that during both vivid 
and faint imagery there is reflex action. Re- 
flex action characterizes the highest cere- 
bral centers no less than the centers in the 
cord(7). But this does not concern us here. 
What does concern us is that a vivid image 
implicates all levels of the nervous system 
while a faint image implicates only the 
highest. 

There is a correspondence between vivid 
and faint imagery on the one hand and 
explicit and implicit movement on the 
other. In vivid imagery and in explicit 
movement there is activity of all levels 


of the nervous system, lowest as well as 
highest, while in faint imagery and in 
implicit movement activity is confined to 
the highest centers (except for rudimentary 
activity at lower levels ). 

We have already seen, in the sphere of 
movement, that the undeveloped brain does 
not permit mentation without explicit 
movement. At any rate, explicit movement 
seems to facilitate mentation: the child 
thinks out loud and the infant reaches for 
the plane. The same holds true mutatis 
mutandis in the sphere of imagery. In the 
young child vivid imagery accompanies 
mentation, may even be indispensable to it. 

In the study of imagery and mentation 
we must guard against a romantic mis- 
conception in regard to the imagination of 
the child. It is often said that children have 
a “rich imagination,” more so than their 
elders. Support for this view is seen in the 
fact that a small boy will float a block 
of wood in a puddle of water and call it a 
boat. But this view is based on a mis- 
understanding of what imagination really 
is. Imagination is the ability to see without 
the eyes, to see through a brick wall. It is 
the ability to picture an event in advance, to 
foresee a consequence. A woman with good 
imagination can look at a hat and know 
whether it will suit her; one with poor 
imagination must put it on her head and 
study the result in the mirror. Since imag- 
ination is so complex a function, it is naive 
to suppose that children surpass adults in 
its exercise. This would be like saying 
that they surpass adults in mathematics. 
In point of fact they have a weak imagina- 
tion. 

Every parént is familiar with the follow- 
ing evidence. The child has a favorite story 
which he loves to have you read to him. He 
can hear it a dozen times a day without tir- 
ing of it. He has heard it so many times that 
he knows it by heart, and if you should omit 
a word or if in a series of adjectives you 
should transpose the order of words, he 
will sharply correct you. Why then, since 
he knows the story by heart word for word, 
does he want you to read it to him ? It is 
because he cannot enjoy it without hearing 
it. He cannot think it unless he hears it. 
The adult, with his greater imaginative 
power, can think a thing even when he 
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does not hear it. He can visualize without 
having to see. 

The bearing of this matter on hallucina- 
tion has been considered elsewhere(7). 
The psychotic patient hallucinates because 
of a deficiency in the power to think ab- 
stractly. He has regressed. Here again we 
must beware of pitfalls in the popular use of 
the word “imagination.” People say the 
patient imagines he hears voices and are 
apt to suppose that he imagines more than 
he should, that his faculty of imagination 
is overactive. In reality his power of imag- 
ination is diminished ; he thinks in vivid 
images in circumstances that call for faint 
images. 

In patients recovering from toxic delirium 
there is significance in the order in which 
symptoms disappear. While in some cases 
the symptoms seem to clear up simul- 
taneously, in others they clear up in a 
certain order. Specifically, disorientation 
clears up first, while hallucinations persist 
for some days or weeks longer. Why does 
disorientation clear up before hallucinosis 
rather than after ? There can be only one 
answer. Orientation is a relatively simple 
function, while the ability to think ab- 
stractly, to think without hallucinating, is 
more complex. We see this in the 3-year-old 
child, who is oriented—he can answer such 
questions as “Whose house is this ? Who is 
this man ?”—at an age when he still begs 
you to read him his favorite story though 
he knows it by heart. 

Jackson had the useful habit of compar- 
ing phenomena different in their externals 


and discovering that they illustrate a com- 
mon physiological principle. He insisted on 
studying the nervous system from the 
evolutionary standpoint. It’s only from this 
standpoint that we can understand the 
existence of a common principle in the 
motor response of Liddell’s goat to the 
tick of the metronome ; the child’s wish to 
hear his story read to him ; and the hallu- 
cinations of the psychotic adult—the prin- 
ciple that the highest cerebral centers, as 
they mature and advance, gain the ability 
to function independently of lower centers, 
an ability which they may lose from disease. 

One hundred years from the publication 
of Darwin’s book and nearly 50 years from 
Jackson’s death, it is fitting to pay tribute 
to these men for having laid the basis for 
a proper understanding of brain and mind. 
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THE USE OF RAUWOLFIA FOR THE TREATMENT OF 
PSYCHOSES BY NIGERIAN NATIVE DOCTORS 


RAYMOND PRINCE, M.D.' 


It is well known that Rauwolfia serpen- 
tina or “snake root” has been employed by 
the traditional medical practitioners of In- 
dia for the treatment of psychiatric disturb- 
ances for many centuries. It was introduced 
into Western medicine as a treatment for 
hypertension about 1949(1), and subse- 
quently as a treatment for mental illness in 
1954(2). It is not so well known that Rau- 
wolfia has been used extensively by the na- 
tive practitioners of West Africa as well, 
and probably also for many centuries. 

During a recent tour of duty as a govern- 
ment psychiatrist for the Western Region 
of Nigeria (1957-1959) I found that while 
European medicine was highly regarded 
for the treatment of physical disease, the 
Nigerian almost invariably preferred to 
consult the native doctor for psychiatric 
illness. Almost all the patients attending the 
psychiatric clinic at Aro Hospital, Abeokuta 
had been previously treated by one or more 
native doctors. These included highly west- 
ernized patients who were aware that 
European psychiatric help was available. I 
had at first thought that the reason for the 
native doctors’ prestige in the field of psy- 
chiatry was because of his intimate knowl- 
edge of the cultural milieu. Subsequent dis- 
coveries however, supplied another, or at 
least an additional, reason. 

Patients attending the clinic frequently 
described the treatment given to them by 
native doctors. In addition to such magical 
practices as the smearing of the body with 
black soap to prevent being eaten by witches, 
and the incising of scalp and wrists to ward 
off malevolent utterances, they often men- 
tioned that they were given potions that 
were very effective in putting them to sleep. 
Some mentioned that they had feelings of 
warmth in their hands and feet after taking 
the medicine ; others described spasms of 
the neck muscles that pulled their heads 
to one side and caused their tongues to pro- 


1 Formerly Medical Officer (Psychiatrist), Aro Hos- 
pital, Abeokuta, now lecturer, Dept. of Psychiatry, 
Allan Memorial Institute, Montreal, Que. 


trude. Many of the patients who came to the 
clinic soon after having attended a native 
doctor showed extra-pyramidal signs—mask- 
like facies, loss of associated movements, 
excessive salivation, etc. It was clear that 
the native doctors were using drugs with 
very potent biological activity. . 

In order to explore this problem further 
I paid several visits to native doctors in the 
Abeokuta area. On a number of occasions I 
was shown patients who appeared to be in 
a profound sleep which had been induced 
by a “medicine made from a plant.” The 
patient was said to sleep for up to 24 hours 
following ingestion of the potion. Finally I 
had the opportunity to spend two weeks in 
the home of one of the more famous native 
doctors, Chief Jimo Adetona of Okun-owa. 
He is a vigorous octogenarian who lives in 
a three-storied mud house with his 8 wives. 
He and his forefathers for 5 generations 
have been specialists in the treatment of 
mental illness. 

His most important medicine ? was a bit- 
ter, brownish liquid which he gave to al- 
most all his patients. About 6 a.m. each pa- 
tient was given a half glassful of this liquid ; 
this was repeated at bedtime if the patient 
complained of insomnia. This medicine was 
prepared from the root of a tree. Lime juice 
was added to “make it stronger,” (probably 
the effect was due to ascorbic acid which 
would prevent the oxidation of the active 
ingredients ). 

I was able to obtain a specimen of the 
tree used and with the help of William 
Stern of the British Museum in London 
identified it as Rauwolfia vomitoria, Afz. 

I do not know how common the use of R. 
vomitoria is among the native practitioners 
of West Africa but I suspect it is very wide- 
spread. Such information is difficult to ob- 
tain because native medicines are jealously 
guarded family secrets and native doctors 
do not generally discuss their more impor- 
tant therapies among themselves. Dalziel 


2 Other details of his treatment facilities and meth- 
ods have been given elsewhere(3, 4). 
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(5), writing in 1937 describes the use of R. 
Vomitoria in West Africa as follows : 


. . . The root bark has bitter properties and 
is a drug capable of drastic purgative and 
emetic effect if used carelessly. It is given for 
jaundice and other gastro-intestinal symptoms 
and in the Gold Coast it is applied in the 
form of an enema mixed with spices. In Nigeria 
it is given for convulsions in children. A 
decoction of the root can be used as a 
sedative for maniacal symptoms, inducing 
several hours sleep (Dr. O. Sapara). On the 
other hand the root of the same tree is 
recorded as in use as an aphrodasiac, taken 
macerated along with Guinea gra‘ns in gin. 


It is interesting that in 1925, long be- 
fore tranquillizers or shock therapies were 
known to European psychiatry, Chief Ade- 
tona, with his Rauwolfia medicine, travelled 
to England to treat an eminent Nigerian 
who had become psychotic there. 

To return for a moment to some of the 
side effects noted above. Patients attributed 
the muscular spasms resulting in the pulling 
of the head to one side or backwards and 
the protrusion of the tongue to the effects of 
the native doctors’ medicine, i.e. Rauwolfia. 
It is possible that these symptoms were 
due to Rauwolfia intoxication. Toxic effects 
of this nature have been described with 
proclorperazine (Compazine, Stemetil ) and 
chlorpromazine (Largactil). Paulson(6) 
notes tongue protrusion, tightness of mus- 
cles of tongue and throat, and bizarre pos- 
turing of the head and neck as being occa- 
sional toxic effects of these drugs. I am not 
aware of reports of such symptoms with 
Rauwolfia or Serpasil. The native doctor 
was uncertain or at least unwilling to say 
whether these symptoms were due to his 
medicine or to some other cause. At any 
rate he supplied me with medicines to put 
on the tongue and rub into the neck to 
prevent them. It is possible that with the 
poorly controlled dosages of Rauwolfia, in- 
toxications would be more common with 
native treatment or possibly some of the 
alkaloids present in R. Vomitoria but not 
in R. Serpentina are responsible for these 
symptoms(7). 

It is clear however, that the tongue and 
neck symptoms could occur apart from the 


ingestion of Rauwolfia. Three cases of neck 
twisting, tongue protrusion, and the biting 
off of the tongue with fatal termination have 
been described(4). In addition, several 
other cases of spasms of the neck muscles 
with or without tongue protrusion and not 
associated with Rauwolfia were noted. It is 
interesting that such symptoms were not 
uncommon in Europe in the 17th and 18th 
centuries often associated with the ideas of 
witchcraft and devil possession. To cite two 
examples from Robbins(8) Encyclopedia 
of Witchcraft and Demonology, one Elisa- 
beth Allier “possessed by two devils” was 
exorcised by a church father. The more 
pressure he put on the devils, the more was 
Sister Elisabeth seized with strange con- 
vulsions—her tongue twisted out of her 
mouth to the extent “of more than four 
fingers.” A second example is that of one 
Thomas Darling who accused an old woman 
of bewitching him. One day he had 27 
fits within 6 hours, “shrieking pitifully, 
blearing out the tongue, his neck so wrythen 
(twisted) that his face seemed to stand 
backwards.” 

It would appear that in western Europe 
since medieval times, not only has the at- 
titude to mental illness undergone many 
changes, and the theories of causation, but 
the patterns of the illnesses themselves. It 
is possible that there is some similarity be- 
tween the contemporary witch-ridden Ni- 
gerian cultures and the late Medieval Euro- 
pean Culture . . . similarities in the level of 
personality development, patterns of belief 
and patterns of psychiatric illness. The 
question might also be raised as to the 
extent that toxic effects of a drug may be 
determined by the patient’s individual or 
cultural fears, wishes or symbols in addition 
to his individual physiology. 
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Tranyleypromine 
clopropylamine ) is a non-hydrazine mono- 
amine oxidase inhibitor, one of a series of 
new drugs being investigated in the treat- 
ment of depression. During a 9-month 
period, I used tranylcypromine in the treat- 
ment of 34 men and 10 women (average 
age : 46 years—range : 20 to 71 years) with 
a variety of mild to moderately severe de- 
pressive states. The diagnoses were: re- 
active depression, 27 ; involutional depres- 
sion, 10; manic-depressive depressed, 6 ; 
cyclothymic depression, 3; and obsessive 
compulsive with depression, 2. Presenting 
symptoms included : indecision, anxiety, in- 
ability to concentrate, loss of interests, in- 
creased irritability, insomnia, anorexia, var- 
ious vague somatic complaints, feelings of 
guilt and unwc_‘hiness, pessimism, com- 
pulsive and gloomy thinking, emotional in- 
stability, and suicidal tendencies. 

To reduce the effect of spontaneous re- 
mission or placebo reaction, I excluded 
from the study patients whose depression 
seemed to be the result of an acute personal 
crisis. In addition, only patients who had 
failed to respond satisfactorily to previous 
treatment with drugs or psychotherapy, or 
who had responded only to electroshock 
therapy during previous episodes, and in 
whom the current episode had persisted for 
at least 3 months, were included. 

Most patients in this series received initial 
doses of 40-50 mg. of tranylcypromine a 
day, in divided doses (range : 30-60 mg.). 
This dosage was usually reduced by 10 mg. 
after 5 to 7 days of treatment, and further 
reductions of 10 mg. were made at weekly 
intervals until the patient was receiving 30 
mg. or less a day. Treatment was usually 
continued for 2 to 3 months (average: 10 
weeks). Non-analytic psychotherapy was 
continued throughout the evaluation for 
all patients ; 6 patients received tranquil- 
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TRANYLCYPROMINE IN DEPRESSION : A CLINICAL REPORT 


HENRY V. AGIN, M.D.! 


izers, and 4 EST, in addition to tranyley- 
promine. 

Alkaline phosphatase, cephalin floccula- 
tion, and/or serum glutamic oxalacetic 
transaminase tests were made in 28 patients 
both before and during treatment with 
tranylcypromine. In addition, blood pres- 
sure readings were taken at each visit, and 
patients were questioned about the occur- 
rence of other side effects. 


RESULTS 


The patient’s improvement was rated in 
terms of his ability to resume a normal (for 
him) level of activity and efficiency. The 
response of patients who experienced a 
complete or nearly complete return to 
“normal” was considered Satisfactory ; 
equivocal change or failure to improve was 
called Unsatisfactory. By these criteria, re- 
sults were Satisfactory in 34 (77%) patients, 
and Unsatisfactory in 10 (23%). 

In the patients who responded to therapy, 
some lessening of the severity of symptoms 
seemed evident within 72 hours, and opti- 
mal improvement occurred within 10 to 14 
days. There seemed to be no one symptom 
that disappeared dramatically, no sudden 
resolution of doubt or worry. Instead, a 
more subtle diminution of all or most symp- 
toms seemed to occur which was reflected 
in the patient’s behavior, often before he 
was aware of the change. However, when 
the patient recognized the improvement 
that was taking place, his participation in 
psychotherapy increased markedly, and 
subsequent improvement was rapid. The 
overall response of these patients was 
marked by elevation of mood, increased 
alertness, disappearance of apathy and con- 
fusion, increased optimism, recovery of 
satisfaction and enjoyment in work and 
social relationships, and a return of ap- 
petite. 
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SIDE EFFECTS 


Eight different side effects were reported 
by 17 patients. They included : headache, 
reported 11 times ; insomnia, and dizziness, 
7 times each ; constipation and drowsiness, 
2 times each ; and leg cramps, nausea, and 
anorexia, each reported once. These effects 
usually occurred at doses in excess of 40 
mg. a day, and were controlled by reducing 
the dosage of the drug. Liver function tests 
values remained normal throughout the 
evaluation. There were some fluctuations of 
diastolic and/or systolic blood pressure, but 
I could find no correlation between these 
changes and the side effects reported. 


CoMMENT 
It is difficult to explain why a drug should 


be effective in some patients and ineffective 
in others with the same disorder. An exam- 
ination of the case histories of the 10 pa- 
tients in whom results of treatment were 
Unsatisfactory suggested one common fac- 
tor of possible significance. In each patient, 
although diagnoses and symptoms varied, 
anxiety or agitation was a relatively im- 
portant component of the overall symptom 
complex. It is possible, that the existence of 
strong symptoms of anxiety in a depressed 
patient seriously limits the beneficial effect 
of this drug. This possibility is weakened, 
of course, by the fact that some of the pa- 
tients who improved also exhibited symp- 
toms of anxiety, although, in my opinion, to 
a lesser degree. 


MEMORY CHANGES WITH MAO INHIBITOR THERAPY 


LEON D. HANKOFF, M.D., anv BORIS HELLER, M.D. ' 


The side effects seen with pharmacolog- 
ical treatment are generally regarded as 
troublesome artifacts which may interfere 
with treatment. Side effects, however, may 
sometimes provide us with valuable clues as 
to the pharmacology of a drug. Of particu- 
lar interest have been the side effects giving 
evidence of neurophysiological activity, e.g., 
convulsions and extrapyramidal symptoms 
with phenothiazine treatment. Fink, in 
formulating a neurophysiologic-adaptive 
theory of somatic therapy, has emphasized 
the occurrence of neurologic side effects 
with those agents showing greatest clinical 
efficacy in the psychoses. In the present 
report, observations have been made re- 
garding an apparently benign side effect 
occurring with monoamine oxidase (MAO) 
inhibitor therapy. This is a defect in recent 


1 From the Department of Psychiatry, State Uni- 
versity of New York, Downstate Medical Center, 
Brooklyn, N. Y. The study was undertaken by the 
Psychopharmacological Research Unit of the Down- 
state Medical Center under the direction of David M. 
Engelhardt, M.D. It was supported in part by a 
grant from Hoffmann-La Roche Inc. to the Research 
Foundation of the State University of New York. The 
isocarboxazid used was supplied as Marplan by 
Hoffmann-La Roche Inc. 


memory ; and it may provide a clue as to 
the nature of the altered brain functioning 
associated with the antidepressant activity 
of the MAO inhibitors. 

Approximately 100 ambulatory depressed 
patients were treated in the Mental Health 
Clinic, Kings County Hospital Medical Cen- 
ter, with isocarboxazid. The usual treat- 
ment course was 10 mg. t.i.d. for 8 weeks. 
The patients were seen at weekly intervals 
in brief followup interviews after an initial 
workup. During the course of the study, 
several patients complained of recent mem- 
ory loss ; and, as a consequence, an inquiry 
into memory functioning was made part of 
the followup interview routine. To date, 8 
patients have presented the complaint of 
recent memory loss. All 8 patients claimed 
to have had normal memory before using 
the medication and on intake psychiatric 
interview there had been no evidence of 
organic brain disease. The age range was 
from 24 to 59 with a mean of 43.1 years. 

The complaint of memory difficulties 
usually began after two to three weeks of 
drug treatment and cleared up within a 
week of drug discontinuation. The patients 
complained that they forgot details of recent 
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events, misplaced things, or failed to attend 
to minor chores. A frequent comment was 
that the patient could not remember 
whether he had taken the latest dose of his 
medication. Several mentioned that they 
had forgotten to pay for items taken from 
store counters ; and one suggested that his 
attention span for such details seemed nar- 
rower. In contrast, memory for distant 
events was unimpaired. Seven of the 8 
patients showed a considerable degree of 
clinical improvement, generally seen at 
about 3 weeks of drug treatment, that is, 
somewhat later than the memory impair- 
ment onset. 

Our findings suggest that altered brain 
functioning of clinical significance may ac- 
company MAO inhibitor therapy. It may be 
that this altered brain functioning is related 
to the phenomenon of clinical improvement 


Case 1.—This is a 55-year-old female patient 
diagnosed as paranoid schizophrenia. In 1957 
she was treated for many months with chlor- 
promazine up to 1,600 mg. daily. In April 
1958, trifluoperazine was given up to 90 mg. 
daily. After 2 months of this high dosage there 
was a very remarkable improvement of her 
mental condition. Trifluoperazine was then 
slowly decreased. In December 1958 when 
she was on 20 mg. daily our patient developed 
an increasing muscular restlessness largely but 
not completely confined to the legs. This rest- 
lessness subsided at night when patient went 
to bed, but it was very annoying all day long. 
There were also occasional jerky, involuntary 
movements of both arms and involuntary lip 
and tongue movements. (Except for minimal 
facial fixity and slight salivation there had been 
no Parkinsonian symptoms in this patient be- 
fore the rather sudden appearance of the 
akathisia-like syndrome.) Trifluoperazine was 
now gradually withdrawn, the usual antipark- 
inson drugs were given, phenobarbital up to 
300 mg. daily was also tried—but all this was 
of little or no benefit. Our patient still cannot 
keep her legs still—after 18 months—but the 
recently started treatment with 75 mg. of 


1 Danvers State Hospital, Hathorne, Mass. 


PERSISTENT MUSCULAR RESTLESSNESS AFTER 
PHENOTHIAZINE TREATMENT : REPORT OF 3 CASES 


WALTER KRUSE, M.D.' 


associated with this therapy in depressive 
illness. It is well known that impairment in 
memory accompanies electroshock treat- 
ment; and some correlations between the 
degree of altered brain functioning and 
clinical response have been made for the 
electroshock process. It should be noted, 
however, that only a small fraction of our 
patients manifested a clinical degree of 
memory impairment and that the vast 
majority of clinical improvements we ob- 
served were unaccompanied by this side 
effect. We are presently engaged in a sys- 
tematic investigation of memory impairment 
in isocarboxazid therapy. The possibility 
that some particular aspect of recent mem- 
ory functioning, e.g., recall or attention 
span, may be differentially affected is being 
studied through psychometric testing. 


methaminodiazepoxide (Librium) daily has 
helped considerably to control the involuntary 


movements. 


Case 2.—A 58-year-old schizophrenic woman 
who was treated with 20 mg. of fluphenazine 
and 300 mg. of triflupromazine daily developed 
an akathisic syndrome which consisted of in- 
ability to sit still, pacing the floor all day, jerky 
movements of arms and shoulders. When 
addition of 2 antiparkinson drugs showed no 
result the phenothiazines were withdrawn. 
Three months later the patient still is restless, 
cannot sit still and shows infrequent involun- 
tary movements of both arms, but there is 
some improvement. 


Case 3.—This is a 50-year-old paranoid 
schizophrenic woman who has been ill for a 
long time but who was only recently admitted 
to this hospital. She began to show restlessness 
of her legs when she was on 400 mg. daily of 
thioridazine. Here again the usual antiparkin- 
son drugs were without effect. Thioridazine 
was discontinued after a month during which 
the restlessness had increased in severity. She 
was then given 40 mg. daily of methaminodi- 
azepoxide and again there was considerable 
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but not yet complete relief from the annoying 
involuntary leg movements and the distressing 
feeling of muscular restlessness. 


Discussion 


While it is true that the drug-induced 
extrapyramidal symptoms usually disappear 
within a few days after the drug is discon- 
tinued we have now seen 3 cases (among 
more than 2,000 patients that have been 
treated with various phenothiazines over 
long periods) where these symptoms per- 
sisted for 3-18 months after the drug was 


stopped. The question arises whether phe- 
nothiazines are always as innoxious as we 
had believed them to be. 

In the three cases reported here one 
might speculate that the phenothiazines 
precipitated the development of an extra- 
pyramidal syndrome in patients that were 
already predisposed for it. The fact that all 
three patients were 50 years or older might 
suggest the presence of vascular changes in 
the extrapyramidal system as the organic 
basis for such a predisposition. 


ON THE MEASUREMENT OF ADRENOCHROME IN BLOOD 


AXEL RANDRUP, Pu.D., anp IB MUNKVAD, M.D." 


The fluorimetric method used by Hoffer 
et al.(1) for the determination of adreno- 
chrome (or closely related substances) in 
blood has been the subject of some contro- 
versy (2, 3, 4, 5, 6, 7, 8). Recently a detailed 
description of the procedure was published 
by Payza and Mahon(6), and following this 
procedure we have obtained experimental 
data which may be pertinent. The data? are 
open to interpretation, but our own conclu- 
sion is that because of the high blind values, 
reliable measurement with this method is 
not possible. 

The experiments were made with meticu- 
lous care and the published procedure fol- 
lowed in every detail, the only exception 
being the separation of the protein, which 
we carried out by centrifugation at 3.500 
r.p.m. in a swingout centrifuge head. This 
relatively slow centrifugation may be the 
cause of a slight turbidity which was in 
some cases observed in the plasma blank. 
To control the possible effect of this tur- 
bidity upon the measurements of fluores- 
cence, we made in 14 experiments simul- 
taneous measurements of two or four 
parallel plasma blanks; in some of these 
experiments one plasma blank was clear 
and another turbid, in others there was dif- 
ference in the degree of turbidity, but in no 
case could we observe any difference in the 


1From The Biochemical Laboratory, Sct. Hans 
Mental Hospital, Department E, Roskilde, Denmark. 
Director : I. Munkvad. 

2 Available upon request from the authors. 


fluorescence. Clear plasma blanks could be 
obtained by filtration, but even the purest 
filter papers gave off a little fluorescent ma- 
terial, enough to have serious influence on 
the accuracy of the measurements. We 
therefore preferred the centrifugation. The 
tube with reagents incl. Zn also was slightly 
turbid in some cases, but also here we could 
ascertain that the turbidity did not influence 
the fluorescence. The measurements were 
made with an Aminco-Bowman spectrofluo- 
rometer, which also permitted observation 
of the activation and fluorescence spectra. 
The fluorescence spectra of the plasma ex- 
tracts with and without Zn were similar to 
those published by Payza and Mahon(6), 
but also the reagents alone (with and with- 
out Zn) gave spectra of similar shape. 
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The epinephrine-mecholy] test (Funken- 
stein Test)(1) has been used as a means 
to determine prognosis and to guide treat- 
ment in mentally ill patients. This has been 
done largely with private patients or on 
hospital services admitting a select group 
of patients. The concern of the present 
study ? is the application of the test to the 
somewhat different population admitted to 
a large state mental hospital. Here, such 
factors as age, chronicity of disease and 
socio-economic background tend to give an 
unfavorable prognosis as judged by ordi- 
nary clinical methods. Comparison of this 
expectation with test results and ability of 
the test to add to clinical judgment in this 
group were sought. 


MATERIAL AND METHODS 


One hundred and thirty-two patients 
were selected at random from new admis- 
sions, excluding those who had recent treat- 
ment, those with organic psychoses, and 
most of those with a diagnosis of psycho- 
pathic personality. They ranged in age 
from 16 to 75, with an average age of 39 
years. Eighty-eight were female and 44 
male. The Funkenstein test was adminis- 
tered by one of us, and utilized 10 mg. of 
Mecholy] IM with blood pressure and other 
observations for 30 minutes, followed by 
1/20th of a cc. of 1/1,000 epinephrine IV 
with an observation period of 5 minutes. 
Treatment was given without reference to 
the Funkenstein test results. The test re- 
sults were classified on the basis of Funken- 
stein’s criteria without the modifications 
used by Alexander(2). 

Observations on patients who remained 
hospitalized were necessarily more com- 
plete than on those who left the hospital. 
Psychiatric and social service evaluation 
was usually possible for many months on an 


1 Senior psychiatrist and formerly junior psychi- 
atrist, Taunton State Hospital, Taunton, Mass. 

2 We wish to acknowledge the assistance and en- 
couragement given in this study by Dr. W. E. Glass, 
Superintendent, Taunton State Hospital. 


THE EPINEPHRINE-MECHOLYL TEST APPLIED TO A 
STATE HOSPITAL POPULATION 


PANDELIS K. PANDELIDIS, M.D., ann ROBERT D. BUSIEK, M.D.' 


outpatient basis, however. The test results 
were not included in the patients’ records 
during a three-year follow-up period. 

For the purposes of this paper, patients 
were classified as recovered, improved, or 
unchanged. Discharge from the hospital 
and maintenance of a social adjustment 
without the need for intensive therapy was 
taken as indicating recovery. A classifica- 
tion of improved was made on the basis of 
adjustment either inside or outside the hos- 
pital. The difficulties of this sort of evalua- 
tion of psychiatric patients are acknowl- 
edged, and they make the results inferential 
rather than conclusive. 


RESULTS AND DISCUSSION 


As applied to our patients, the Funken- 
stein test allowed a classification similar to 
that reported by others. On clinical 
grounds, it was expected that a high pro- 
portion of our patients would have a rela- 
tively unfavorable prognosis. With roughly 
50% in the favorable and 50% in the un- 
favorable groups, this assumption is given 
some support. The usefulness of the test in 
these patients is now to be considered. 

Nearly 50% of the patients fell into the 
group with the highest recovery rate. Most 
of the patients in this group received ECT, 
some in combination with thorazine. Of 
these, 64% recovered. Treatment in this 
group with drugs alone or psychotherapy 
was less successful. This favorable effect of 
ECT is to be contrasted with results of con- 
vulsive treatments in other groups where 
approximately 50% received ECT with a 
recovery rate averaging 24%. This is sug- 
gestive that ECT was the treatment of 
choice in the high recovery group. 

The unfavorable groups comprise a 
therapeutic problem. Group V was given 
a very poor prognosis by both Funkenstein 
and Alexander. The recovery rate appears 
to be higher in the present series. One ex- 
planation may be the use of thorazine, both 
alone and with ECT. It may be expected 
that the test groups would provide an indi- 
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cation for the use of drugs as well as for 
other forms of therapy. Drug therapy in 
the present series was so limited, however, 
that this remains conjectural. Alexander's 
(4) use of ron-convulsive electric stimula- 
tion to improve the prognosis in certain pa- 
tients also is an indication that the test may 
provide a basis for more effective therapy. 

It has been stated that the prognostic 
value of the test exceeds that of clinical 
diagnosis. While this may be true if diag- 
nosis alone is considered, clinical prognosis 
is usually based on many other factors also, 
including heredity, prepsychotic personali- 
ty, and environmental factors. While the 
test may provide additional information, it 
is likely that a final evaluation will neces- 
sarily include the traditional considerations 
also. 


SUMMARY AND CONCLUSIONS 


The Funkenstein test was given to 132 
patients newly admitted to a large state 
hospital. It was concluded that the test 
probably is capable of giving valuable 
prognostic information about such patients. 
The possibility that it gives an indication of 
the most effective form of therapy was also 
raised. 
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MOOD ELEVATING EFFECTS OF CHLORPHENOXAMINE HCl 
DAVID M. EISENBERG, M.D., anp GERALD H. ROZAN, M.D.! 


The method of this study was to give a 
large dose of chlorphenoxamine HC]? to a 
group of psychiatric patients with varied 
diagnoses, but all with a depressed mood, to 
determine if a primary euphoric effect 
would be produced. 

Doshay ® has indicated that this drug has 
a mood elevating and energizing effect. It 
was introduced as a therapeutic agent for 
paralysis agitans and was found to influence 
muscular rigidity. It was also noticed that 
the patients experienced an elevation of 

1 From the Psychiatry and Neurology Service, VA 
Hospital, Bronx, N. Y. 

2The chlorphenoxamine HC! (Phenoxene) was 
supplied by Pitman-Moore Company, Indianapolis, 
Ind. 

5 Doshay, L. J., and Constable, K. : J.A.M.A., 170: 
37, 1959. 


mood. The question was then raised as to 
whether this euphoric effect was primary or 
secondary to the alleviation of unpleasant 
physical symptoms. 

Chlorphenoxamine HC] which is similar 
in chemical structure to diphenhydramine 
(Benadryl) hydrochloride was always used 
in the dose of 100 mgms. q.i.d. Twenty- 
three patients were given the drug for 3 
weeks and were evaluated at weekly inter- 
vals. Nineteen of the 23 were evaluated as 
having had an elevation of mood. Of the 5 
patients who did not have a beneficial ef- 
fect, 2 appeared mildly agitated. One stated 
that he was “more nervous.” There were no 
deleterious side effects. An elevation of 
mood was seen generally within 3 to 4 days. 
Further studies seem indicated. 


Diagnosis 


Number of 
Patients Mood 


Elevation of 


No Elevation oj 
Mood 


Neurotic Depressive Reaction 
Alcoholism 

Paranoid Schizophrenia 
Undifferentiated Schizophrenia 
Chronic Brain Syndrome 


3 3 0 
6 6 0 
3 3 0 
10 6 4 
1 1 0 
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Recently we participated in a cooperative 
chemotherapy study supervised by the Cen- 
tral Office of the Veterans Administration, 
of 20 chronic, quiet schizophrenic patients. 
During this double blind study all these 
patients were taking chlorpromazine in 
daily doses of 200 mg. to 400 mg. and all of 
them continued to take chlorpromazine in 
the same dosage throughout the study. In 
addition these drugs were added : dextro- 
amphetamine (Dexedrine) 10 mg. to 60 mg. 
daily was given to 4 patients, isocarboxazid 
(Marplan) 5 mg. to 30 mg. daily was given 
to 4 patients, trifluoperazine (Stelazine) 5 
mg. tc 30 mg. daily was given to 4 patients, 
imipramine (Trofanil) 37.5 mg. to 225 mg. 
daily was given to 4 patients, and 4 patients 
received a placebo. This study extended 
over a period of 5 months and 18 patients 
completed the project. The results will be 
reported later by the Central Office of the 
Veterans Administration after all reports 


1 Veterans Administration Hospital, Waco, Texas. 


SERUM PROTEIN PARTITION AND NEW DRUG EVALUATION 


JOHN R. SHAWVER, M.D., ann STANLEY M. TARNOWSKI, M.S.' 


CLINICAL OBSERVATIONS ON RITALIN ' HCL 


from participating hospitals have been re- 
ceived and analyzed. 

A sensitive method of measuring hepatic 
function is the quantitative partition of 
serum proteins employing electrophoretic 
technics. This method of detecting hepatic 
damage was added to the group of tests 
generally accepted as “liver function port- 
folio.” The serum proteins were estimated 
at monthly intervals employing a Spinco 
Unit and procedure B. 

In our series of 18 patients, no abnormal 
findings were observed as measured by this 
technic. However, false positive results 
were occasionally observed in cephalin 
flocculation and thymol turbidity test which 
could not be duplicated nor were they clin- 
ically significant. 


CoNCLUSION 

It is recommended that in evaluating any 
new drug with regard to possible liver 
damage, serial estimations of serum proteins 
by electrophoretic methods be employed. 


(METHYLPHENIDYLACETATE ) INJECTABLE, 


The parenteral use of Ritalin, the cere- 
bral stimulant and antidepressant, is rela- 
tively new and has not been evaluated 
thoroughly. This study of the effects of in- 
jectable Ritalin was made on 40 male pa- 
tients, ranging in age from 26 to 69; 31 
were chronic schizophrenics hospitalized 
for more than 5 years and 9 were depres- 
sives (neurotic, involutional and psychotic). 
Each patient was given 6 to 10 treatments 


1 The Ritalin used in this investigation was kindly 
supplied by Dr. F. J. Vinci, of the Ciba Pharmaceu- 
tical Products, Inc., Summit, New Jersey. 

2VA Hospital, Fort Meade, S. Dak. The state- 
ments and conclusions published by the author is the 
result of his own study and does not necessarily re- 
flect the opinion or policy of the Veterans Adminis- 
tration. 


MULTIPLE DOSE VIAL 
KURT WITTON, M.D.” 


at several day intervals within 4 to 6 weeks. 
A one week observation established pre- 
treatment blood pressure patterns. Treat- 
ment consisted of intravenous injections of 1 
ce (10 mg.) per minute ; tolerance was es- 
tablished by increasing test doses, starting 
at 20 mg. Full vial (100 mg.) was ex- 
cessive ; optimal dosage was found to be 5 
ce (50 mg.). Each patient was observed 
from one to several hours, frequent blood 
pressure checks were made. The physician 
conducted 40 to 50 minute psychothera- 
peutic interviews similar to those in nar- 
coanalysis. Since the often impressive “ex- 
plosive catharsis” sometimes lasted several 
hours, trained aids continued psycho- 
therapy. Of the 40 patients, 10 also received 
intramuscular; injections of 2 cc of Ritalin 
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daily for 10 days ; this was continued 2 or 
3 times weekly for several weeks. 

Each patient served as his own control. 
Comparative treatments were given with 
intravenous Desoxyn (methamphetamine, 
20 mg.) and sodium amytal (7% gr. in 10 cc 
of HO). No change showed in the basic 
pattern of the 10 patients who underwent 
electroencephalographic studies. No blood 
dyscrasia or liver damage were observed. 

This study shows that injectable Ritalin 
has greater and more immediate effect than 
its oral dosage. The main observations 
were : 

The marked cerebral stimulation resulted 
in an immediate feeling of well being. Fre- 
quently “explosive catharsis” produced 
favorable abreaction with reduced hostility, 
anxiety and depression. Alertness, concen- 
tration, conation, speech, coherence, mem- 
ory recall were greatly stimulated and im- 
proved. Often psychodynamically important 
repressed material was released, giving new 
perspectives for treatment. In chronic de- 
pressed or apathetic patients this abre- 
action might be the turning point where 
continued stimulation and remotivation ef- 
forts will result in successful therapy. In 
several cases of muteness, catatonia, leth- 
argy, an immediate reversal and improve- 
ment were obtained. 

Side reactions dependent on individual 
tolerance and sensitivity and possibly re- 
lated to pressor effects were restlessness, 
palpitation, dryness of the mouth and ex- 
aggerated muscle activity, which subsided 
within 30 minutes. Headaches were rare, in 
a few cases insomnia was found. No seizures 
occurred. Sodium luminal, gr. 2 im. or 
sodium amytal gr. 3% im., abolished side 
reactions quickly. Panic reactions with 
dyspnea, chest constriction and fear of im- 
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mediate death occurred in 3 patients of high 
sensitivity, only when the full (100 mg.) 
dose was given. 

Contrasting opinions in reference to Rita- 
lin’s effect on blood pressure range from no 
essential change to hypotensive and hyper- 
tensive effects, the majority reporting mod- 
erately increased blood pressure. In this 
study 22 of the 40 patients had a significant 
systolic pressure increase averaging 50 
points. Of the remaining 18, 10 had in- 
creases of from 30 to 50 points. The diastolic 
pressure increased to 90 or more in 36, in 
24 of whom pressures of 100 or over were 
found. Although caution is recommended 
in determining optimal dosage, a large 
safety margin is apparent. 

Prolonged intramuscular use on 10 pa- 
tients had no dramatic effect but seemed to 
improve chronic depression. Counter effect 
on lethargy or sedation preduced by bar- 
biturates and tranquilizers was confirmed. 

Ritalin was found very effective in the 
treatment of hypotension, particularly or- 
thostatic, following the use of some pheno- 
thiazines and anti-depressants. It can be 
safely given with most phenothiazines. If 
given preventively in doses of 2 to 4 ce iv., 
the parenteral use of phenothiazines such 
as chlorpromazine and promazine is safer 
because a dangerous drop of blood pressure 
to shock level might be prevented. This is 
particularly recommended in cases of a 
labile cardiovascular system. Since the con- 
tent of thought processes becomes overt 
during treatment, Ritalin has great value in 
differential diagnosis. 

In psychotherapy, compared to the fre- 
quent agitation following Desoxyn and the 
amnesia following sodium amytal, Ritalin 
favors more lasting improvement in alert- 
ness, memory recall, mood and affect. 


PRELIMINARY RESULTS WITH FLUPHENAZINE (PROLIXIN) 
IN CHRONIC PSYCHOTIC PATIENTS 


JOHN P. HOLT, M.D., anv ELEANORE R. WRIGHT, M.D.! 


Following a pilot study in which 5 of 6 
chronically disturbed patients displayed 
significant improvement in psychotic be- 
havior after treatment for 3 days with 


1 Embreeville State Hospital, Embreeville, Pa. 


fluphenazine (Prolixin),? a clinical study 
was undertaken at this hospital to evaluate 
the drug in a more extended series of pa- 
tients with chronic mental disorders. Most 


2 Supplied by E. R. Squibb & Sons 


1960 | 
— - - ~ 
uk 
: 
=. 
4 
7 
Ay 
| 
at 


158 


CLINICAL NOTES 


August 


of the patients chosen for study were con- 
sidered to be “management problems” ; all 
were resistant to earlier ataractic therapy. 
Fluphenazine proved to be a highly potent 
psychopharmacologic drug with the swiftest 
onset of action and the longest duration of 
effect of any other oral ataractic agent yet 
employed at this hospital. Preliminary find- 
ings in the use of this drug are briefly 
presented below. 


METHODS 


Thirty-one male and 19 female patients, 
age range 33 to 78 years, were suffering 
from chronic psychotic disorders, diagnosed 
as schizophrenia in 26 patients, manic- 
depressive reactions in 3, involutional psy- 
chotic reaction in 6, and chronic brain 
syndrome in 15 patients. All of the patients 
had been hospitalized for at least 3 months, 
some for as long as 16 years. The average 
stay in hospital for the group was 4.1 years. 
Each had received one or more ataractic 
drugs such as chlorpromazine, trifluproma- 
zine, proclorperazine and reserpine. Nine of 
the patients had also received ECT. Though 
many had improved temporarily, none had 
shown significant progress for the two 
months prior to the present study, and 
several were refractory to all types of drug 
therapy. 

Fluphenazine was administered orally 
throughout the study either as tablets con- 
taining 1 mg. or 2.5 mg. of the drug, or as 
an elixir containing 5 mg. per cubic centi- 
meter. Initial doses ranged from 1 mg. to 
22.5 mg. a day, depending on the severity 
of symptoms, smaller doses being pre- 
scribed for the elderly, or those with asso- 


ciated. physical illnesses. The dosage was 
adjusted, as indicated, during regular 
weekly evaluations of each patient. An ef- 
fort was made to establish the maximum 
amount each could tolerate without un- 
wanted effects and the minimum amount 
that was beneficial. Maintenance doses, 
given once or twice daily, varied from 1 mg. 
to 15 mg. a day. Treatment was continued 
in every case for at least 70 days. 


RESULTS 


The results of treatment were as follows : 

A response to fluphenazine was often ap- 
parent within 24 to 48 hours and significant 
improvement, even in chronic drug-resistant 
patients, was frequently seen within 3 
weeks. Benefit was usually first manifested 
by the patients becoming less impulsive, 
more cooperative, and more interested in 
their surroundings. Delusions, hallucina- 
tions and bizarre behavior generally sub- 
sided more gradually. Perhaps the most 
striking feature of therapy was the pro- 
found tranquilizing effect of fluphenazine 
in hyperactive and aggressive patients on 
the one hand and, on the other, its psycho- 
motor stimulant action in activating passive, 
inactive, lethargic patients. 

Unwanted effects common to other phe- 
nothiazines were encountered with fluphen- 
azine such as drowsiness, dry mouth, 
insomnia, headache, and gastrointestinal 
complaints. These reactions usually sub- 
sided spontaneously or responded to symp- 
tomatic measures. The most frequent and 
bothersome reactions were motor restless- 
ness, dyskinesia and parkinsonism syn- 
drome ; these were controlled by anti-park- 


Total No. 
of Patients 


Diagnosis 


Markedly 
Improved * 


Total No. 
Unimproved * Improved 


Moderately 
Improved * 


Schizophrenic Reactions 26 


Manic-Depressive Reactions 3 
Involutional Psychotic 6 
Chronic Brain Syndrome 15 


Totals 50 


3 12 ll 15 
1 1 1 2 
2 3 1 5 
1 6 8 7 
7 


symptoms ; good candidate for rehabilitation. 


on the ward. 
Unimproved : no significant change. 


* Marked improvement : complete remission of all objective symptoms and significant relief or subjective 


Moderate improvement: partial remission of objective and subjective symptoms ; patients easier to manage 
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insonism medication and/or a reduction in 
dosage. 


ConcLusIONs 
Fluphenazine is a highly potent psycho- 
pharmacologic agent which is effective in 
controlling behavioral symptoms in chronic 
psychotic patients with the most pro- 
nounced changes manifested in reduced 
agitation and tension and improved social- 
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ization; the drug is also effective in 
controlling hallucinations and delusions. 
Through greater individualization of dosage 
may be required with fluphenazine than 
with other phenothiazines for maximum 
benefit with minimum reactions, fluphena- 
zine appears to have great potential useful- 
ness in the treatment of chronic psychotic 
patients. 
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Among other good reasons there is one 
especially strong personal one for remem- 
bering Stewart Paton, for it was he who 
directed my steps into the labyrinth of psy- 
chiatry, from which, lacking the thread of 
Ariadne, it has never seemed possible to find 
the way out. 

Of real significance however, is the fact 
that it was Paton who in his quiet and court- 
ly way initiated the advance movement in 
psychological medicine at the Johns Hop- 
kins School of Medicine at the turn of the 
century, exerting an influence that was to 
be felt far beyond the boundaries of the 
United States. 

Only six years earlier Weir Mitchell had 
dropped his bombshell among the psychi- 
atrists—alienists they were usually called 
then—assembled in Philadelphia for their 
semi-centennial meeting. He chided them 
for their lack of science and for not conduct- 
ing their hospitals so as “to keep treatment 
or scientific product on the front line of 
medical advance.” It was institutional men 
that Weir Mitchell was addressing and he 
upbraided them for the institutional climate 
that he called “asylum torpor.” He reminded 
them too, that in treating patients, what it 
is necessary to deal with “is not a disease, 
but a disease plus a man.” Herein he felt the 
asylum men largely failed. 

But if psychiatry was backward in the 
America of the eighteen-nineties so was 
the teaching of medicine generally. How- 
ever, during that decade a revolution in 
medical education was getting under way 
at the newly established Johns Hopkins 
School of Medicine in Baltimore, and a 
pattern was set that was to be followed at 
other schools throughout the country. 

It was the era of “The Four Doctors’”— 
Welch, Osler, Kelly, and Halsted—and the 
beginning of “The Heroic Age of Medicine” 
as Simon Flexner called it. Soon there were 
gathered about the four founders other 
eminent and preeminent teachers, men “of 
the highest character and the greatest skill,” 
as Johns Hopkins had specified in his in- 
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structions to his trustees. By the time the 
school opened in 1893 and the first class 
was launched, the faculty had been ex- 
panded to fifteen, and others were soon 
added. Teaching in all the branches of med- 
icine was being redesigned and broadly 
amplified, virtually on a graduate level from 
the start as compared with other schools 
(the Hopkins was the first medical school 
in the country to require an A.B. degree or 
its equivalent for entrance ). 

In this early group of teachers was 
Stewart Paton. He gave a new direction and 
a new impetus to the teaching of psychiatry 
reflecting the methods of the German clin- 
ics. The advanced position of Germany in 
this department can be illustrated by the 
fact that Griesinger, while Privatdozent in 
Tiibingen, had written the first modernly 
organized textbook in 1845, while the first 
comparable American text (Spitzka’s In- 
sanity) did not appear until 1883. By the 
turn of the century each of the twenty-odd 
German universities had a well organized 
psychiatric clinic and teaching staff and 
where clinical, pathological, and psycho- 
logical research was going on. 

With all this work Paton had personal 
knowledge and he set about writing the 
first modern textbook of psychiatry on the 
American continent. This 600-page volume 
was published in 1905 and became at once 
the standard teaching text. But Paton had 
in mind something beyond pedagogy. “My 
main object has been to call attention to 
that aspect of the subject which is in accord 
with the results of observations as they are 
conducted today at the bedside and in the 
laboratory . . . to stimulate to greater ac- 
tivity the interest in the investigation of 
problems in the solution of which will be 
found the means of increasing the brain 
power of the nation.” (Paton would not al- 
low himself not to be hopeful. ) 

This book was probably reprinted once 
without revision as it is listed again in a 
Lippincott catalogue dated 1912, after 
which date the publishers report that it 
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must have been allowed to go out of print. 
It is a great pity that the author did not 
bring out new editions to keep his book 
updated and as a continuing guide among 
the divergent paths that psychiatry took as 
the twentieth century advanced. 

In the last decade of the nineteenth cen- 
tury there came into existence a new private 
psychiatric facility in the Baltimore area to 
which Paton made a major contribution. 
This was the Sheppard and Enoch Pratt 
Hospital at suburban Towson, of which Dr. 
Edward N. Brush was superintendent. Dr. 
Brush availed himself of the services of 
Dr. Paton to organize and direct the scien- 
tific work of the hospital. Paton was ap- 
pointed director of the laboratory and he 
set the pattern for both clinical work and 
pathological investigation and for training 
young medical graduates to become psy- 
chiatrists. It was my fortune to be the first 
of a long line of trainees who in those early 
years came under Paton’s benign and stimu- 
lating influence and guidance. When he 
proposed this post to me he did not omit 
to mention the desirable living quarters at 
the hospital, the congenial family life there 
and especially the excellent staff table, hav- 
ing in mind no doubt the likelihood that 
impecunious medical students had not al- 
ways dined sumptuously. 

Dr. Paton might almost be called a free- 
lance social scientist. Having independent 
means he gave freely of his time and his 
wisdom wherever and however they would 
best serve the interests of mental medicine, 
education, student training and welfare and 
social health. A fixed position such as that 
of the head of a university department with 
routine duties and administrative tasks 
would hardly have been to his liking. As 
associate in psychiatry at the Hopkins he 
could enjoy freedom of action. The students’ 
main contact with him was in the outpatient 
service where he could instruct them in the 
neurologic and mental health problems of 
everyday life. 

Paton was, I think, about the sanest psy- 
chiatrist I have known, at least I haven't 
known a saner. He taught that mental dis- 
ease and mental health are based on the 
total physiological economy. He harbored 
no preconceived idea or theory that he must 
defend. He did not set up a school. He 


emphasized constantly the importance of 
education both in promoting sound living 
and a healthy mind and in correcting un- 
wholesome trends that predispose to mental 
breakdown, and that, if recognized and 
dealt with in time, might be alterable. 

While Paton doubtless exerted his great- 
est influences and made his most important 
contribution in the huge area in which 
psychiatry, mental hygiene and education 
are included, his interests were many, one 
of the strongest being the embryology and 
biology of the nervous system. And so it 
was that after completing his textbook he 
came back to this subject by spending sever- 
al years in the marine laboratory at Naples 
investigating the embryology of the central 
organs in the material there available. 

On returning to the United States in 1910 
he settled not in Baltimore but in Princeton, 
New Jersey, where he lectured at the uni- 
versity on neurobiology. During that period 
I was attached to the staff of the New Jersey 
State Hospital at Trenton and as Paton had 
been appointed a trustee of this hcuspital I 
had the advantage of further contacts with 
him both in Trenton and Princeton. 

It was at Princeton that he originated a 
mental health consultation service for stu- 
dents. This was in 1910, a turning point in 
university health services. “Until that 
time,” as Paton has told us, “the results of 
the physical and academic examinations 
were not brought together so as to give 
students some connected idea of their physi- 
cal and mental activities and of what they 
were psychobiologically fitted to do.” Of 
every student referred or voluntarily seek- 
ing advice he made an exhaustive case 
study. As might have been expected this 
innovation in university life received the 
hearty cooperation of “many, but not all, 
members of the faculty.” The high value of 
what he could offer, however, was obvious 
when he reported some of his findings, “stu- 
dents who had pronounced suicidal, homi- 
cidal impulses, sex perverts, those who stole, 
cheated, were exceedingly egotistical, ag- 
gressive and showed other signs of serious 
maladjustments.” 

Having demonstrated the value of mental] 
hygiene counselling for students at Prince- 
ton, not alone as an integral part of the 
health services but also as an important 
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feature of the educational process, Paton 
had the opportunity of initiating similar 
work at Yale and later at Dartmouth and 
Columbia. The movement has since spread 
across the country. “I switched from psychi- 
atry to education,” Paton had said, “as it 
seemed to me that unless students and the 
public were educated in humane ways of 
living there would be no way of checking 
the spread of the emotional and mental dis- 
turbances that are the greatest existing men- 
ace to democratic forms of government and 
to civilization.” 

When World War I came to the United 
States Paton was one of the first Americans 
to visit Canada, already a veteran of the 
war, to learn of her experience in deal- 
ing with psychiatric war casualties—“shell 
shock” as they were commonly called, per- 
haps because of the striking alliteration. 
Paton’s advice was sought in Washington 
in setting up the psychiatric service in the 
American army and his recommendation to 
the Surgeon-General of the appointment of 
Thomas W. Salmon to organize this service 
in the A.E.F. and Pierce Bailey for like 
duty on the home shores was profitably 
adopted. It should be recorded also that 
Paton was one of the first to insist on the 
importance of psychiatric examination of 
aviators ; he was appointed director of the 
neurological division of the research labora- 
tory established at Mineola at the beginning 
of World War I. 

Stewart Paton was a peaceful man but 
no pacifist. Of World War II he said, “the 
present plague of insanity is the most con- 
tagious, virulent pestilence of which we 
have any record. To believe that we can 
remain pacifists, non-interventionists, and 
isolationists in the present war is a symptom 
of insanity.” He could speak out when the 
forces of night threatened the daylight of 
the world. 

The establishment of the Henry Phipps 
Psychiatric Clinic as a part of the Johns 
Hopkins Hospital represented one of Dr. 
Paton’s major goals. Adolf Meyer, the first 
director of the Phipps Clinic, said “Without 
his stimulus William Osler and William H. 
Welch would hardly have become the spon- 
sors for the donation of Mr. Phipps.” And 
Dr. Welch made the statement that it was 


Paton who had helped him to understand 
the importance of psychiatry in medicine. 

When the Phipps Clinic was formally 
dedicated in 1913, with an impressive inter- 
national panel of speakers, Paton was ap- 
propriately given first place on the program. 

Paton’s influence in promoting psychiatry 
was salutary in four universities, at Colum- 
bia in supporting the appointment of Dr. 
Salmon as professor of psychiatry and at 
Yale in collaborating with Dr. Winternitz, 
the professor of medicine, in establishing 
the Institute of Human Relations, and at 
Johns Hopkins and Princeton as has been 
noted. He was also a trustee of the Carnegie 
Institution and of the Josiah Macy Jr. Foun- 
dation. 

Many honours came to Dr. Paton. In his 
later years, because of impaired health, he 
felt it necessary to decline some of those 
that would have involved considerable re- 
sponsibility. One that he particularly valued 
and regretted the inadvisability of accept- 
ing, was his choice for the Presidency of 
the American Neurological Association. 

Although he did not keep his textbook in 
print in new editions he was busy later in 
writing other books of w:der reach in the in- 
terests of education and healthy living. One 
of these, coming shortly after World War I, 
was Education in War and Peace (the Har- 
vey Lecture). 

Paton was a fine human being and lessons 
could be taken from his own exemplary pat- 
tern of life. Some of the notable things he 
did may not be generally remembered be- 
cause he worked so quietly and unostenta- 
tiously. It is desirable therefore to recall 
that it was he who pioneered in all the 
forward movements in the United States of 
his time in the science of human conduct 
and the promotion of sane living. Among 
the numerous new lines of work he laid 
down it would be difficult to select one as 
being more important than the others. Cer- 
tainly none has been of greater and more 
enduring value than his unique contribu- 
tion in setting up at Princeton University 
the first mental health clinic in America for 
students in the higher institutions of learn- 
ing, a service now widespread throughout 
the country. 

C.B.F. 
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1960 CAMPAIGN FOR POLIO PROTECTION 


At the request of the United States Public 
Health Service the National Health Council 
is cooperating in publicising the urgent 
need of expanding further the use of the 
Salk vaccine as a protective measure against 
polio throughout the nation. 

There are still too many needless cases 
of this crippling disease. In 1959 there was 
a 54% increase over 1958 of paralytic polio 
cases. Of these cases, 82% occurred in per- 
sons who had not been fully vaccinated. 
Nearly half of all paralytic cases were pre- 
school age children. There are still 4,500,000 


children under 5 who have received no 
vaccine. 

Remembering that the Salk vaccine 
proved approximately 90% effective in the 
prevention of polio in persons fully vac- 
cinated in 1959, any cases in persons who 
have not been fully protected must be re- 
garded as needless. Inertia, complacency 
and groundless prejudice and fears must be 
combatted. All local psychiatric and neuro- 
logical societies are urged to cooperate 
actively with health authorities in extending 
the use of the Salk vaccine uniformly 
throughout their respective communities. 


THE SOCIAL PROBLEM OF EPILEPSY IN PERU 


Liga Peruana Contra la Epilepsia —The 
Peruvian League Against Epilepsy, with 
headquarters in Lima (President, Dr. Fed- 
erico Sal y Rosas, General Secretary, Dr. 
José Sanchez G.), a filial institution to the 
National League has planned an active pro- 
gram for the next two years in public ed- 
ucation, scientific studies, training of stu- 
dents, lectures for general physicians, pro- 
viding treatment for indigent epileptics and 
workshops for the employment of needy 
patients, education of the epileptic child, 
securing employment in industry for suit- 
able cases, establishing special treatment 
centers and securing legislation in the in- 
terests of epileptic patients. Surely a formid- 
able program, and a wonderful undertaking. 

It is estimated that there are 100,000 
epileptics in Peru (10:1,000 population), 
the natives of that country being more 
susceptible to convulsive disorders than 
people in temperate climates. In one of the 
slum areas of Lima a ratio of 56 per 1,000 
population was found. 

Work of the League is handicapped by 
prevailing prejudice and superstition. The 
rank and file regard the convulsive attack 
with horror, consider the condition con- 
tagious and the patient dangerous. It is also 


thought that manual or intellectual work 
aggravates the disease. 

There are 3% million children of school 
age (5-19) in Peru; of these, 36,000 are 
epileptic, the great majority of whom would 
be able to attend school. But they are ex- 
cluded from the schools because of the 
prejudice against them. Thus illiteracy is 
promoted and constitutes a serious problem. 
Of adult epileptics it was found that only 
2% had achieved a higher education. 

Among the inhabitants within the age 
range capable of remunerative work (20 to 
69) are 50,000 epileptics who are “universal- 
ly rejected” by industry although the 
League estimates that 80% of these would 
be capable of regular work. “In Peru 72,000 
socially able epileptics are unfairly deprived 
of education and work” and constitute a 
huge unproductive segment of the popula- 
tion and an economic burden to the country 
whose economic status is none too secure. 

There is as yet “no specialized center of 
medical service for the treatment of epilep- 
tics. The poor epileptics apply to the dis- 
pensaries of the Sociedad Beneficencia, 
among other neuropsychiatric patients, 
where they are provided only with pheno- 
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barbital and bromides. Modern antiepilep- 
tic medicines cannot be provided due to 
the high prices, therefore treatment is in- 
adequate. Only a small minority, which we 
calculate forms 2-3% of the patients, is bene- 
fited by modern methods. There are no 
centers for the study of epilepsy nor stimu- 
lus to research.” 

The President of the League is also seek- 
ing to secure legislation which will correct 


the unfortunate social and economic status 
of persons subject to epilepsy and provide 
for their educational, medical and occupa- 
tional needs in accordance with modern 
scientific knowledge of this disability. 

In our neighbor country to the south epi- 
lepsy is indeed a major public health prob- 
lem and the Peruvian League deserves great 
credit for the courageous struggle it is 
carrying on against heavy odds. 


CASE HISTORY 
Because “together” is the great central word of human life, no education can be 
rounded or comprehensive which does not involve a good all-around acquaintance with 
men and women of all sorts and conditions. Because this is so, biography, if it be well 
written, is agreeable and attractive. Indeed, a good novel succeeds if the author knows 
how to make it seem a good biography ; or you can say the same thing backwards— 
That a good biography is as interesting as a good novel. 
—Epwarp Everett 
In fact many of the old “Memoirs,” purporting to be autobiographies were aptly 
characterised and described in the Tatler as novels. 


THE PLATFORM 
All that is necessary to raise a piece of imbecility into what the mob regards as a piece 
of profundity is to lift it off the floor and put it on a platform. Half the things that are 
said from a pulpit or rostrum or stage would get their spokesmen the bum’s rush if they 
enunciated them five feet nearer the sea level. 
—H. L. MENCKEN 
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PSYCHIATROGENIC ILLNESS 


Editor, THe AMERICAN JOURNAL OF Psycui- 
ATRY : 

Sm: Dr. Chapman, in his important 
paper, “Psychiatrogenic Illness,” draws 
timely attention to the dangers of an indis- 
criminate and unthinking psychiatric thera- 
py. 

Many experienced practitioners have re- 
ported dire results (psychosis, delinquency 
or deterioration) of psychoanalysis applied 
to unsuited cases or in an unskilled manner. 
Freud himself recommended a three-week 
trial analysis before actually accepting them 
for treatment. As I tried to show ( Psychiat. 
Quart., April 1958), it has not as yet been 
substantiated that insight therapy gets nec- 
essarily better results than other forms of 
treatment, or even of leaving the patient 
untreated. 


Since results of psychotherapy have not 
as yet been scrutinized as they would in 
other medical specialties, we should care- 
fully weigh the sacrifices in time and money, 
the possible family, social and other dis- 
advantages, before embarking on any pro- 
longed course of treatment. It is not just 
a question of deciding on treatment or not, 
but on being able to modify the treatment 
according to the needs of the patient, to 
have sufficient clinical judgment to observe 
incipient deteriorations, and know how to 
counter them. 

Planned, elastic, patient centred, situation 
conscious, family and community oriented 
therapy, rather than method dominated, one 
track mentality, is needed. 

Melitta Schmideberg, M.D., 
New York, N. Y. 


ORDINAL POSITION IN THE FAMILY 


Editor, Tue AMERICAN JOURNAL OF Psycu- 
ATRY : 

Sm: I would like to comment on the 
significance of ordinal position in the family 
which has been touched upon in the paper 
by Ziegler, et al. in your April issue. 

There have been no consistent findings 
in the literature on this aspect of personality 
development since Goodenough and Leahy 
(Pedagog. Sem. 34: 45, 1927) published 
one of the earliest surveys in this field. The 
oldest, the middle and the youngest sibling 
has each, in turn, received special emphasis. 
Commenting on this, Harold Jones (in 
Murchinson C.: Handbook of Child Psy- 
chology, Clark University Press, 1933) 
cautioned that disagreement among psy- 
choanalysts concerning birth order char- 
acteristics is in no sense greater than the dis- 
parities in statistical studies. He pointed out 
that a child’s reaction to his own family 
setting may vary in an extremely complex 
manner and went so far as to urge that 


any attempt to propose an emotional or 
motivational significance for birth rank it- 
self may serve merely to obscure the ob- 
servation of diverse and sometimes opposing 
factors. 

More recently Helen Koch (J. Genet. 
Psychol. 88: 231, 1956; Psychol. Monogr. 
70, 1956) concluded from a most careful 
series of investigations that there is no 
ground for any sweeping generalizations 
about the effects of birth order on child 
characteristics and attitudes. We have in- 
vestigated this problem in a group of adult 
schizophrenics (Science, 128: 30, 1958) 
using a more controlled statistical design 
and have also in this disease found no 
ordinal position which would carry specific 
vulnerability. 

Hanus J. Grosz, M.D., 
Postdoctoral Fellow, 
Department of Medicine (Neurology ) 
Albert Einstein College of Medicine, 
New York, N. Y. 
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Editor, Tae AMERICAN JOURNAL OF PsyCui- 
ATRY : 

Sm : You know, of course, that an aware- 
ness of research principles and methods is 
necessary in order to ascribe appropriate 
meaning to the wealth of psychological 
literature being published today. Therefore, 
the following findings and observations may 
be of interest to you and others. 

This report comments on a systematic 
and rather thorough evaluation of the re- 
search methodology employed in the non- 
theoretical papers presented in. the 6 lead- 
ing psychiatric or psychological journals of 
1958 as observed by Drs. Caruso, Subias, 
Vecozols, Vermeulen and myself during the 
series of informal seminars at the Columbia 
Psychiatric Institute and Hospital. 

In this study the total field was pursued 
with extensive discussion on selected indi- 
vidual papers. This seminar, under the 
leadership of Dr. Benjamin Pasamanick, 
was the last of a series of three. The pre- 
ceding two were concerned with the more 
basic fundamentals of research methodolo- 
gy and statistics. 

We chose to make a total count of the 
research and theoretical papers. Of the 
former, we noted those with and without 
control. Those with controls were adjudged 
adequate or inadequate; the adequately 
controlled studies were observed in respect 
to the statistics used and whether or not the 
conclusions were justified. 

Individual members of the group re- 
ported two papers, whicl} were examined 
extensively, as a guide for the total evalua- 
tion. The criteria used were as follows : 

1. The hypothesis: Was it formulated 
prior to the research ? Was it.related to or 
derived from a body of theory ? Were the 
factors required for acceptance or rejection 
clearly stipulated ? Did it seem conceptual- 
ly clear ? Was it testable ? 

2. Assumptions implicit or explicit were 
sought, particularly the subtly included 
ones. 

3. The form of the research must be ex- 
plicit such as the internal factors of tech- 
nique, sampling, design, controls, and analy- 
sis, as well as the external factors of size, 
objectivity, and reliability. 


CRITERIA FOR RESEARCH 


4. The conclusions were questioned in 
terms of the degree to which they were 
justified. 

5. Generalizations and interpretations 
were scrutinized for validity. 

Of almost 500 papers examined, nearly 
two-thirds were superficially categorized as 
research investigation ; yet, about one-third 
of these were completely without controls. 
Of those purporting to be controlled, ap- 
proximately 75% were actually adjudged to 
employ adequate or appropriate controls. 
The group of suitably-controlled studies was 
felt to have valid conclusions in 75% of the 

- cases and the presence of seemingly good 
‘and reliable statistics in upwards of 90% of 
the studies. Is it possible then that the final 
result shows that good and adequate re- 
search is present in only one-third of the 
research papers ? 

The implications are fairly obvious and 
immediately somewhat disillusioning. In 
other words, perhaps not all those who say, 
“Lo, Lo, this is research ; come and see it !,” 
are actually entitled response to their pom- 
pous command. One may quite rightly be 
dismayed at the common practice of read- 
ing only the conclusions and/or summary ; 
and yet, this represents one cause for the 
wide dissemination of truly unscientific 
material. 

The results of our study immediately im- 
press one with the need for journal editors 
to check an ever-increasing backlog of in- 
vestigation flooding our academic attention. 
These investigations we are forced to view 
with increasing skepticism and uncertainty 
which require us to wait until the slow 
moving test of time establishes it, or the 
wheels of progress bring it into obscurity 
by sheer necessity of an individual's in- 
ability to encompass so much, whether of 
merit or not. 

Conclusions though warranted should 
not, then, become too widely generalized, 
but open to replication in the process of its 
acceptance and application in other areas. 
We recognize that theoretical observations 
admittedly are important and need not feel 
challenged by this emphasis on research. 

First of all, research methodology should 
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be an integral part of medical school edu- 
cation and certainly a part of the residency 
program. Only with this training can the 
reader intelligently be aware of the research 
processes and techniques involved as a 
basis for his individual acceptance or re- 
jection. 

Secondly, the editors of these journals 
must be reminded of their responsibility for 
a high degree of selectivity relative to 
papers sent in for publication, exercising 


caution toward those papers in which the 
hypothesis is not clearly tested by adequate- 
ly controlled uses of the scientific method, 
even though the mechanics of the research 
are sound, 

These are my observations. Are there 
other ways this problem can be faced ef- 


fectively ? 
Walter D. Hofmann, M.D., 
Division of Correction, 
Columbus, Ohio. 


AUTHORITY 
The need for authority is a constant need of man. For it is the need for principles 
that are both stable enough and flexible enough to give direction to the processes of 


living in its vicissitudes and uncertainties . . 


. The underlying problem of recent 


centuries is the question of whether and how scientific method, which is the method 
of intelligence in experimental action, can provide the authority that earlier centuries 
sought in fixed dogmas. The conflict of science and religion is one phase of this conflict. 


—Jonn Dewey 


THERE BUT BY THE GRACE OF GOD 
One has only to grow older to become more tolerant. I see no fault that I might not 


have committed myself. 


—GOETHE 


SELF 
In our present form of human consciousness the true self of any individual man is not 


a datum, but an ideal. 


—Jostan Royce 
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NEWS AND NOTES 


A Guwe to CoMMUNITIES IN THE Es- 
TABLISHMENT AND OPERATION OF PsyCuiI- 
atric Cuinics.—Of interest to individuals 
in the clinical professions and community 
groups is this new 309-page volume issued 
by the New York State Dep: tment of Men- 
tal Hygiene. The book answers numerous 
practical questions which confront those in- 
terested in setting up community psychi- 
atric clinics. Attention is given to choice of 
auspices, cost, equipment, personnel, policy, 
and administration. Appendix material in- 
cludes illustrative forms and guides, budg- 
ets, fee scales, as well as copies of the laws, 
regulations, and official documents pertain- 
ing to clinics. 

The authors are Luther E. Woodward, 
Ph.D., and Winifred W. Arrington, M.S.S. 
Jesse E. Crampton contributed illustrative 
materials. 

The book may be ordered through the 
Division of Community Services, New York 
State Department of Mental Hygiene, 240 
State Street, Albany, N. Y., at $2.00 per 
copy. 


THe AMERICAN NEUROLOGICAL ASsSOCIA- 
TIoN.—At the 85th annual meeting of the 
Association held in Boston, Mass., June 13- 
15, 1960, the following officers were elected 
for the year 1960-61 : President, Harold G. 
Wolff ; President-Elect, James L. O'Leary ; 
Ist Vice-President, Harry M. Zimmerman ; 
2nd Vice-President, Raymond D. Adams ; 
Secretary-Treasurer, Melvin D. Yahr; As- 
sistant Secretary, Clark Millikan ; Editor of 
Transactions, Melvin D. Yahr. 

Dr. Derek Denny-Brown was elected to 
the council for 5 years and Dr. George A. 
Schumacher for 2 years. Dr. Augustus Rose 
was appointed representative to the Ameri- 
can Board of Psychiatry and Neurology for 
4 years, and Dr. J. Lawrence Pool was ap- 
pointed as representative to the American 
Board of Neurological Surgery for 6 years. 

Newly elected members 1960 : 

Active : Richard G. Berry, Christian Herr- 
mann, Jr., Charles M. Luttrell, Clark T. 
Randt, Joseph G. Rushton, Robert D. Teas- 
dall, John Nardini, Peritz Scheinberg, Alex- 
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ander Silverstein. Associate: Stanley M. 
Aronson, Juan M. Taveras, Hans-Lukas 
Teuber. Corresponding : Shibanosuke Kat- 
suki. Honorary : Philip Bard, John F. Ful- 
ton, Sir Russell Brain. 

Total registration was 629. 

The 86th annual meeting will be held 
June 12-14, 1961, at the Claridge Hotel in 
Atlantic City, N. J. 


Dr. Henry W. Miter.—A Life Fellow 
of the American Psychiatric Association, Dr. 
Miller died at his home in Brewster, N. Y., 
June 22, 1960, aged 86. He was a graduate 
of the University of Toronto (1895) and 
spent most of his professional life in the 
United States. At one time he was clinical 
director of Saint Elizabeth’s Hospital, 
Washington, D. C., afterward Superintend- 
ent of Maine State Hospital at Augusta. 
From 1914 to 1946 he was owner-superin- 
tendent of Mountainside Farm, a private 
mental institution at Brewster, N. Y. 

From 1929 to 1949 Dr. Miller was asso- 
ciated with the College of P. & S., Columbia 
University, and in 1935 became associate 
attending Neurologist at Vanderbilt Clinic. 

He had earlier served on the staffs of 
several mental hospitals in Massachusetts 
and Illinois. 


ACADEMY OF PsyCHOANALYsis.—Frances S. 
Arkin, M.D., one of the founders of the first 
psychoanalytic institute in this country con- 
nected with a medical school, was elected 
President of The Academy of Psychoanaly- 
sis for 1960-61. Other officers are: Presi- 
dent-Elect, Roy R. Grinker, M.D.; Secre- 
tary, Joseph H. Merin, M.D.; Treasurer, 
John L. Schimel, M.D., and the following 
Trustees who will serve three year terms : 
Donald D. Jackson, M.D., May E. Romm, 
M.D., and Leon Salzman, M.D. The other 
officers of The Academy are: Past-Presi- 
dent, John A. P. Millet, M.D. ; Trustees : 
Nathan W. Ackerman, M.D., Ralph M. 
Crowley, M.D., Alexander Reid Martin, 
M.D., Leon J. Saul, M.D., and Natalie 
Shainess, M.D. 
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The mid-winter meeting of The Academy 
of Psychoanalysis will be held on Dec. 10 and 
11,. 1960, at the Hotel Biltmore in New York 
City. A symposium on values will be held 
on Dec. 10. 1. “Values, Truth and Psycho- 
analysis,” by John R. Reid, M.D. 2. “Values, 
Maturation and Health,” by A. H. Maslow, 
Ph.D. 3. Value Differences Between Patient 
and Psychoanalyst,” by Janet Mackenzie 
Rioch, M.D. 4. “Values, Identity and Psy- 
chonanalysis,” by Marianne H. Eckardt, 
M.D. 

Inquiries may be addressed to Joseph H. 
Merin, M.D., Secretary, The Academy of 
Psychoanalysis, 125 East 65th Street, New 
York 21, N. Y. 


NATIONAL Boarp or MepicaL EXAMINERS 
Sers Up Separate EXAMINATION IN Psy- 
CHIATRY.—On recommendation of a special 
ad hoc committee, chaired by Dr. Herbert 
Gaskill, professor of psychiatry, University 
of Colorado School of Medicine, the Na- 
tional Board of Examiners has decided to 
hold a separate examination in psychiatry, 
beginning with the Part II examination in 
April 1961. This places psychiatry on a par 
with medicine, surgery, pediatrics, obstet- 
tics, gynecology, preventive medicine and 
public health in this examination. Previous- 
ly, psychiatry was covered by relatively few 
questions in the medical test. 

In his presidential address, Dr. Malamud 
referred to this move as “a very important 
development in the process of integrating 
psychiatry within medical education, with 
a beneficial impact on both.” 


Eastern Psycuiatric Researcn Assocti- 
aTion.—The following officers were elected 
at the June meeting of the Association. 
They will take office during the Annual 
meeting to be held at the Waldorf-Astoria 
Hotel, November 4-5, 1960. 

President, Charles Buckman, M.D.; 
President-Elect, William Malamud, M.D. ; 
Ist Vice-President, Emerick Friedman, 
M.D. ; 2nd Vice-President, William Furst, 
M.D. ; Secretary-Treasurer, David J. Im- 
pastato, M.D.; Asst. Secretary-Treasurer, 
_ Albert Browne-Mayers, M.D. ; Councillors, 

William B. Terhune, M.D., Wilfred Dorf- 
man, M.D., Robert E. Arnot, M.D. 


N. Y. State Psycmatric Services 1955- 
1960.—Commissioner Hoch, reporting to 
Governor Rockefeller makes a striking com- 
parison of state hospital statistics of 1960 
with those of 1955. Up to the latter year 
there had been a constant annual increase 
in resident population, averaging in recent 
years 2,000 patients. Had this annual in- 
crease continued, it is estimated that the 
1960 hospital population would have ex- 
ceeded that of 1955 by 10,000 patients. 
Instead there was a decrease of some 5,000 
patients. 

In striking contrast with these notable 
figures, there were 5,000 more patients ad- 
mitted in 1960 than in 1955. 

During the 5-year period the average 
hospital residence fell from 8 months to 6 
months, and the discharge rate increased by 
40%. 


District Brancnes PusiicaTion 1.— 
Edited by Jacques S. Gottlieb, M.D., and 
Garfield Tourney, M.D., the 328-page vol- 
ume contains the scientific papers and dis- 
cussions which were presented at the Di- 
visional Meeting, Midwest Area Branches 
of the APA, in Detroit, October 29-31, 1959. 
It is the first of a proposed series of publi- 
cations that will report the proceedings of 
Divisional Meetings. 

At the Detroit meeting the Academic Ad- 
dress, “New Horizons in Psychiatry” was 
given by William Malamud, M.D., Presi- 
dent of the APA. 

The Hon. G. Mennen Williams, Governor 
of the State of Michigan, gave an address 
titled “The Role of Government in Mental 
Health.” 

Orders should be addressed to: District 
Branches Publications, American Psychi- 
atric Association, 1700 Eighteenth Street, 
N. W., Washington 9, D. C. Copies are 
$3.00 each. 


AMERICAN ASSOCIATION OF NEUROPA- 
THOLOGIsTs.—At the 36th annual meeting of 
the American Association of Neuropatholo- 
gists, the following members were elected 
to serve as officers for the current year : 
President, Richard Richter, M.D., Chicago, 
Ill. ; President-Elect, David Cowen, M.D.., 
New York, N. Y.; Vice-President, Karl 
Neuberger, M.D., Denver, Col. ; Secretary- 
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Treasurer, Leon Roizin, M.D., New York, 
N. Y.; Ass’t Secretary-Treasurer, Irwin 
Feigin, M.D., New York, N. Y. 


Mepicat Warrers’ Meetinc.—The 17th 
annual meeting of the American Medical 
Writers’ Association will be held at the 
Hotel Morrison, Chicago, Sept. 30-Oct. 1, 
1960. Dr. Austin Smith, President, Pharma- 
ceutical Manufacturers Ass’n and former 
Editor, J.A.M.A., will preside. 

The program Oct. 1 will be a “Confer- 
ence on Medical Communications.” Dr. 
Walter Kahoe, Director, Medical Dept., J. 
B. Lippincott Co., will preside at the morn- 
ing session, which will be devoted to the 
publishing and editing aspects of medical 
writing. Dr. Justus J. Schifferes, Director, 
Health Education Council, will preside at 
the afternoon session, which will be devoted 
to the technique of medical writing. 

At the banquet Sept. 30 several awards 
will be granted, including those in medical 
journalism, and to medical periodicals for 
distinguished service in journalism. 


New Civi. Derense NATIONAL HEALTH 
Pian.—A National Health Plan, issued by 
the Government and designed as an annex 
to the broader National Plan for Civil De- 
fense and Defense Mobilization outlines the 
areas of responsibility, organization, func- 
tions and programs for health services un- 
der national emergency conditions including 
a survival and recovery period from a direct 
attack. Its major premise is the responsi- 
bility of individuals and of professional as- 
sociations in health fields to take an active 
part in civil defense and defense mobiliza- 
tion and training in their communities. As- 
suming the disruption of health services and 
severe shortages of medical supplies and 
facilities, the Health Annex outlines ways 
of dealing with these problems. Of primary 
importance is the necessity for community 
members to be self-sufficient for a short 
time after an attack until help reaches them 
and the Plan suggests such preparedness 
measures as training in first aid and various 


ways of meeting 5 saa: Under the Plan, 
while responsibility for health resources 
acquisition, management and control rests 
with the Office of Civi] and Defense Mobil- 
ization, the primary responsibility in the 
Federal government for civil defense health 
and mobilization programs is assigned to 
the Department of Health, Education and 
Welfare. 


Tue AMERICAN Boarp OF PsYCHIATRY AND 
Nevuro.ocy, Inc.—The following candi- 
dates were certified as Diplomates in Child 
Psychiatry by this Board and its Committee 
on Certification in Child Psychiatry, April 


. Ferdinan 
John Armistead Boston, Jr., 
Jack Emile Chappuis, New 7 
Walter F. Char, Philadelphi 
Richard Lawrence Cohen est. Chester. 
Theodore Benjamin Cohen, Philadel ia, ~% 
Albert Victor Cutter, Buffalo, N 
Carlo P. DeAntonio, Sherman Oaks, Calif. 
Chester R. Dietz, Wilmington, Del. 
Leon Baltimore, Md. 
Aaron H. Esman, New York, N. Y. 
Stuart McIntyre Finch, Aan Arbor, Mich. 
Joseph Fischhoff, Detroit, Mich. 
Barbara Fish, New N 
Robert B. &,, Forman, 
Harry Geor Pa. 
— J janascol, San Francisco, Calif. 
Gillman, New York, N. Y. 
Joseph Hara Green, Madison, 
obert L. Greenlee, Fort Wayne, 
Harold Joseph Harris, Chapel "Hill, 
Melvin S. Heller, Philadelphia, Pa. 
Richmond Holder, Boston, Mass. 
Leonard Hollander, Bronx, N. Y. 
Albert S. Horkins, Forest Hills, Y. 
Doris M. Hunter, Pittsburgh, 
D. Jameson, New York, N 
acob Philip Kahn, San Francisco, Calif. 
Harris Elliott Karowe, Schenectady, N. Y. 
Michael Theodore Khlientzos, San "prancieco, Calif. 
Elizabeth Kleinberger, New York, N. Y. 
LeRoy F. Kurlander, San Diego, Calif. , 
James Joseph Lawton, Jr., Minneapolis, Minn. 
Edward Mortimer Litin, Rochester, Minn. 
Irwin M. Marcus, 


am Villanova, Pa. 
Calvin Frederick Settlage, Ardmore, Pa. 
Marvin I. Shapiro, Pittsburgh, Pa. 
Malcolm Richard Sills, Worcester, Mass. 
Archie feces Silver, New York, N. Y. 
ames E. Ind. 
eyer Sonis, Philadelphia, “Pa. 
James Neil Sussex, Birmingham, Ala. 
Charles - Swift, Trenton, N. J. 
David S. Thorsen, Sc. Paul, Minn. 
Vance Wallinga, aneepolis, Miss. 
ichard Storer Ward, 
Morris Weiss, Dewroit, Mich. 


t, Abington, Pa 
Howard Lee Walic, 
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James Milton Bell, Canaan, N. Y. 
: Norman Ralph Bernstein, Boston, Mass ae 
yron Leon Nestor, Berkeley, Calif. anes 
: Joseph D. Bethesda, Md. 
? Morris Parmet, 
; Robert C. Prall, Philadelphia, Pa. a 
Francis T. Rafferty. Salt Lake City. Utah Sas 
font 
| 
Henry H. Work, Los Angeles, Calif. : 


BOOK REVIEWS 


SoctaL Science Sociat Patuoiocy. By 
Barbara Wootton. (London : George Allen 
& Unwin, 1959, pp. 400. $7.75.) 


Barbara Wootton is an exceptional figure on 
the British intellectual scene, combining as she 
does the critical abilities of an academic social 
scientist, the practical experience of a magis- 
trate and the authority of a peeress of the 
realm. She enjoys a well-merited reputation 
for clear thinking and blunt speaking and her 
gifts of self expression are such as to have 
mollified the most critical reviewers. Ten years 
ago her Testament for Social Science set out 
the credo of a rationalist who maintained that 
the social sciences should and could be applied 
scientifically in the solution of many social and 
political problems. Since the publication of 
that book Lady Wootton has given intimations 
of an ominous disquiet as she has become more 
familiar with the field of social pathology. 
These occasional rumbles can now be seen to 
have presaged the thunderclap of her present 
volume in which it is apparent that she is 
profoundly disturbed by what she has come to 
know. 

The scope of Social Science and Social Pa- 
thology is considerable, though the aim of the 
book is explicitly limited to “an assessment of 
the results of researches already undertaken by 
others” and its purpose is ostensibly no more 
than “to stop and ask ourselves where we are 
going and why.” Part I purports to survey “the 
nature and extent of social pathology in con- 
temporary Britain, reviews the findings of a 
number of studies, and attempts both to assess 
the findings relating to several of the currently 
most popular hypotheses and to estimate the 
success of some experiments in prediction.” 
Part II, which will probably be of most im- 
mediate interest to readers of this journal, 
deals with “. . . change in contemporary atti- 
tudes towards unwelcome deviants, and in 
particular with the tremendous revolution both 
in the world at large and amongst professional 
social workers in particular, which is due to 
the rise of psychiatry.” Part III is concerned 
with the conclusions “. . . relevant, not only 
to research in social pathology but to the social 
sciences in general.” There is also an interest- 
ing and valuable appendix on professionalism 
in social work done by one of the two assistants 
who have helped compile the material on 
which the work is based. 

At what conclusions does the author arrive? 


To the chagrin of the enthusiast they are that 
“.. . the chief effect of precise investigations 
into questions of social pathology has been to 
undermine the credibility of virtually all the 
current myths,” and that “such destructive ac- 
tivity is likely for some time to come to be 
the main preoccupation of the social sciences.” 
The bulk of the volume is devoted to a de- 
tailed and mythoclastic survey of current view- 
points and the studies on which they are based. 
One after another the windy claims of the 
eugenicists, the woolly theories of criminal be- 
haviour, the fashionable jeremiads on the 
theme of maternal separation and the ritualism 
of psychiatric social work are despatched with 
exhilarating efficiency in the best English em- 
pirical tradition. In full sail Lady Wootton is 
a splendid sight and the text abounds with 
memorable and incisive thrusts as her argu- 
ments gather force. Three examples must 
suffice: “the psychiatric approach to social 
work makes it possible simultaneously to dis- 
own and to retain the attitude of superior wis- 
dom and insight traditionally adopted by the 
rich towards the poor” ; “the lamentable arro- 
gance of the language in which contemporary 
social workers describe their activities is not 
generally matched by the work they actually 
do: otherwise it is hardly credible that they 
would not constantly get their faces slapped” ; 
“always it is easier to put up a clinic than to 
pull down a slum.” 

It is probable that few workers in the pro- 
fessional groups which have been organised 
to tackle socio-medical problems will be able 
to avoid a re-examination of the foundations 
of their beliefs and activities after reading this 
book. It is also probable that some of them 
will be upset by it. Lady Wootton has deliv- 
ered douches of cold water to a number of 
over-heated topics and this procedure can be 
uncomfortable even if its medicinal value be 
indisputable. When she provides a modicum of 
consolation it sparkles in the ashes, but many 
psychiatrists, for example, will feel inadequately 
rewarded to learn that “whatever may be 
thought of the scientific pretensions of psy- 
chiatry, there can be no question as to its 
humanising effect upon the treatment of so- 
cially refractory persons.” Perhaps Lady Woot- 
ton’s most valuable positive contribution is her 
searching discussion of the need for the rescue 
of moral values from contemporary enemies, 
for “medical science,” as she says, “walks in 
at the door as moral judgment flies out of the 
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window.” The issues of criminal responsibility 
open the way to a full examination of this 
thesis and we are forcibly reminded of the 
fact that “in psychiatrically orientated social 
work . . . just as in psychotherapy itself, moral 
judgments may lie concealed in what appears 
to be the neutral language of science or 
medicine.” 

There are, to be sure, a number of points 
at which to cavil. Many critics would dispute 
the author’s view that “. . . it is in their role 
as the handmaidens of practical decision that 
the social sciences can shine most brightly.” 
Others might object that her arguments against 
drawing a distinction between causation and 
prediction are suspect or that her faith in pre- 
diction tables is premature. Lady Wootton does 
little to indicate that the flaws in many of 
the studies which she castigates are clearly 
recognised by a growing number of workers 
in the field of social psychiatry, especially those 
who are familiar with the basis of epidemi- 
ological theory. She is also not above quoting 
out of context on occasion. Nonetheless, such 
defects do not detract substantially from the 
overall value of a book which will so certainly 
stimulate its readers, some to admiration, 
others to anger. Lady Wootton has performed 
a valuable service for which we must all be 
grateful. We shall be in her debt still further 
if she will now go on to develop suggestions 
for reconstruction after the storm. 

MICHAEL SHEPHERD, D.M.., 
The Maudsley Hospital, 
London, England. 


Tue Symptom as COMMUNICATION IN SCHIZO- 
PHRENIA. Edited by Lieutenant Colonel 
Kenneth L. Artiss MC. (New York : Grune 
and Stratton, 1959, pp. 233. $5.75.) 


Dre Becinnenve By K. Con- 
rad. (Stuttgart : Georg Thieme, 1958, pp. 
165. $4.10.) 


In recent years the problem of communica- 
tion with schizophrenics has attracted a con- 
siderable amount of attention. The reports 
presented in the book entitled The Symptom 
as Communication in Schizophrenia represent 
clinical research in the problem of schizo- 
phrenia undertaken in a military setting where 
there are aspects unique to that setting. 

Following an introduction by Dr. David 
McK. Rioch, Director of the Division of Neuro- 
psychiatry, Walter Reed Army Institute of 
Research, there are 7 sections by 5 contributors 
(K. L. Artiss, B. L. Bushard, D. H. Marlowe, 
K. T. Erickson, and R. H. Rowe). 


The section discussing “the symptom as an 
informative and communicative device” sets 
forth the concept of the symptom as a message 
with an anticipated reply. The “group” is 
defined and interaction explored. In an inter- 
disciplinary study, psychiatry, social work, 
sociology and anthropology have been brought 
together, the object being to clarify observa- 
tions concerning behavior. 

The section entitled “the symptom in a for- 
mal organization” deals with the problem of the 
management of schizophrenia in the U. S. 
Army. The Army treatment of neurosis has been 
relatively successful in contrast to the results 
with schizophrenia. Schizophrenia is the pre- 
dominent psychosis in the Army. It constitutes 
a high percentage of psychotic disorders. 
Moreover, “of all disability discharges for non- 
battle injuries and disease, 24.7% are based 
on schizophrenia.” The research here “strives 
for a fuller understanding of the facts in the 
life hostory of soldiers who develop schizo- 
phrenic symptoms” and to “trace the develop- 
ment of such symptoms from their earliest 
appearance, through the various forms in 
which they manifest themselves,” and the 
various circumstances that brought the patient 
to medical attention. One principal objective 
is to develop new techniques for rehabilitation. 

The third section presents the “Methodology 
of the Study,” describing home and community 
studies, tape recorded squad interviews, Fiedler 
Assumed Similarity Studies, sociometrics, and 
ward observation procedures. There are 5 
general areas of investigation as outlined by 
the author (Bushard). 1. The background 
investigation : a study of family, school, com- 
munity and work adjustment. 2. The military 
adjustment prior to hospitalization. 3. The 
examination prior to and immediately following 
initial hospitalization. 4. Observations during 
further hospitalization and treatment. 5. Fol- 
low-up of adjustment following release from 
the hospital. 

In sections 4 and 5 the problems arising in 
the basic training are discussed. The anxiety 
produced during the first 4 weeks of training 
is explored and the group methods of dealing 
with it are described. The schizophrenic re- 
actions in basic training are of particular 
importance for study, as the findings have 
revealed dominant behavior patterns. Schizo- 
phrenics are detected early by their associates 
because of poor performance, and odd be- 

vior. 

In the sixth section the significance of the 
symptom in the past history of the patient is 
discussed. Field studies in the home and com- 
munity are reported, as approached by a num- 
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ber of new successful techniques which provide 
evidence from school and community adjust- 
ment indicating a long history characterizing 
schizophrenic disorders. The seventh and last 
part emphasizes the value of the symptom dur- 
ing treatment. Here are given an account of 
the detailed studies with results obtained 
from “milieu therapy” ward. 

As a whole, this book presents an interesting 
and informative account of search and research 
objectives and results important to psychiatric 
workers everywhere. 

The monograph in German entitled Die 
Beginnende Schizophrenie by Prof. Dr. K. 
Conrad, Director of the Neurological Clinic of 
the University of Géttingen, presents a study 
of the subject from the viewpoint of gestalt 
analysis. Following a discussion of the present 
situation with regard to the knowledge of the 
schizophrenic disorder, the author presents, 
in some detail, an example case of Shube’s 
schizophrenia, including the therapy and work 
plan. 
The gestalt analysis and interpretation of 
schizophrenic manifestations includes the with- 
drawal from reality phenomena, the fantasies, 
the initial depression, the projection mech- 
anisms and misinterpretations, disorders of 
perception of space and time, the feelings of 
estrangement and those of omnipotence are 
brought into the total gestalt picture. During 
this phase there is also considered the thought 
spreading, hallucinated voices, odd bodily sen- 
sations and the general structure of schizo- 
phrenic thought. 

The catatonic psychosis phase with its 
special features, the consolidation and end 
states achieved are well described. The main 
text is concluded with a description of the 
courses of the clinical types (The “Shube” and 
the “process”). An appendix presents a brief 
description of non-schizophrenic delusion for- 
mations and also a discussion of the case of 
Rene (Schehaye). The text is liberally illus- 
trated by case notes referring to symptoms and 
management. Students of gestalt psychology 
will be interested in these applications of the 
theory. 

Nolan D. C. Lewis, M.D., 
New York, N. Y. 


A History or Nevuro.ocy. By Walter Riese. 
(New York: MD Publications Inc., 1958, 
pp. 223. $4.00) 


The book under review is largely a dis- 
cursive philosophical treatise. The author dis- 
cusses general neurological ideas and pays 
comparatively little heed to structure and func- 
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tion, the scientific bases of neurology. The 9 
chapters in the book deal successively with the 
history of concepts: The Nervous Impulse, 
Reflex Action, The Doctrine of Cerebral Local- 
ization, Rediscovery of the Whole, Ancient 
and Modern Pain in Neurology, and The 
Histories of Diagnosis, Prognosis and Therapy 
in Neurology. Of the last 3, Diagnosis receives 
10 pages, Prognosis 2 and Therapy 7. It is 
not clear what the chapter on The Rediscovery 
of the “Whole” seeks to convey and what link 
there is between Galen’s speculations and 
Monakow’s theory of diaschisis. Nor it it clear 
what is meant by the Doctrine of Cerebral 
Localization when so little is said on neuro- 
anatomy, neurophysiology and clinical medi- 
cine. 

It is a common failing of enthusiastic his- 
torians to attribute to ancient authors knowl- 
edge of which they were innocent and to 
credit them with scientific insight of which 
they were obviously bereft. Clearly, hunches 
and guesses, however interesting, are not 
scientifically proved facts. It is true, for 
instance, that Erasistratus (4th century B.C.) 
alluded vaguely to “nerves” of motion and 
sensation, but like others he believed the 
nerves were tubes, which were confused with 
tendons, and it was not till 22 centuries later 
that Bell and Megendie provided scientific 
proof. Much too much credit is given to Galen 
and Rufus of Ephesus and Plato and Aristotle, 
who, like many philosophers throughout the 
ages, retarded knowledge with metaphysical 
speculation. 

Although the author occasionally puts a 
quotation mark on the word “soul,” the re- 
peated introduction of a religious concept in 
the scientific study of neurology arouses 
wonder and doubt. Despite the lengthy biblio- 
graphy of 175 references, 22 of them to the 
author, a host of important ones are left out. 
Most of the anatomists, neurosurgeons and 
clinicians who created the modern scientific 
specialty are not mentioned, at most barely 
alluded to. We are told that it is one generation 
since Westphal. Actually it is three generations. 
He became the first professor of neurology in 
a German university in 1870. 

It is a strange fact that of all medical 
specialties neurology alone has failed to receive 
the attention of medical historians which it so 
richly deserves. Ancient authors have received 
attention, so have a number of neurologists of 
fame, and there are a few monographs sketch- 
ing short periods, but there are no full length 
histories, aside from the reviewer's “Brief His- 
tory of Neurology,” included in his Textbook. 
This reviewer anticipated hopefully that the 
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present volume of the scholarly author would 
fill the need. Regretfully, the history of 
philosophical concepts is not a history of neu- 
rology. 
I. S. Wecusier, M.D., 
New York, N. Y. 


Can Man Be Mopirrep? By Jean Rostand. 
(New York: Basic Books, Inc., 1959, 
pp. 105. $3.00.) 


There is magic in the name Rostand. Did 
not Rostand, pere, till then a youthful poet of 
no great celebrity, create the immortal Cyrano 
de Bergerac? And dedicate it in such exquisite 
phrase to the man for whom it was written, the 
great French actor Coquelin : 

C'est a Tame de Cyrano que je voulais 
dédier ce poéme 

Mais puisqu’elle a passé en vous, CO- 
QUELIN, cest a vous que je le dédie 

And now Rostand, fils, in this small volume 
carries the magic into the field of experimental 
biology, much of it his own work. Reminding 
us that fatherless sea-urchins were developed 
chemically in the laboratory half a century ago, 
he tells us that in the recent past the permanent 
secretary of the Académie des Sciences “re- 
ferred quite calmly to the prospect of solitary 
generation for human beings.” By suitably 
doubling the chromosomes in the eggs of frogs, 
not only parthenogenesis but androgenesis is 
possible. Through the process of tissue culture 
experiments in physical immortality are going 
on, and “human propagation by cuttings” 
should make it possible “to create as many 
identical individuals as might be desired . . 
all of them real twins.” 

What a boon to war makers! 

The miracles of contemporary experimental 
biology are many and the author gives a num- 
ber of the startling if not frightening examples 
of the transformations man can bring about in 
various forms of life, even the human species. 
Speaking of both animals and plants, he says: 
“We can produce artificial mutations and cause 
new races of living creatures to appear on 
earth.” But in spite of all these marvels the 
fundamental problem of life itself has not been 
solved,—not yet. And we must not be too for- 
ward with our prophecies, hopes or fears. Here 
Rostand appositely quotes the great Claude 
Bernard, speaking of living organisms: “We 
must not read into them either a chemical 
retort or a soul: we must read into them what 
is there.” 

But the future possibilities of biology seem 
almost limitless. “Biology can, in fact, set to 
work to modify the organ of thought itself—the 
living brain” and thus conceivably produce 


supermen. Accordingly “it is plain that, from 
progress to progress, from one advance to an- 
other, science may go on expanding in- 
definitely.” 

The author pays his respects to Aldous Hux- 
ley’s Brave New World (1931). Ectogenesis, 
he says, is not altogether a mad dream. “This 
vision of the future is based on a precise knowl- 
edge of the present.” Eugenic selection also 
comes under consideration. “Until human se- 
lection has been tried, nobody has the right to 
assign an upper limit to man.” It was Goethe, 
Rostand reminds us, who in Faust first used the 
word Ubermensch (incidentally it was the 
devil who spoke it—and in derision) that 
Nietzche made so much of. 

Having outlined the miracles of science as 
applied to biology and specified the possibili- 
ties of the future—even the probabilities, Ros- 
tand in his concluding pages comes upon 
stumbling blocks. He asks the question: “Is 
the creation of such a superman desirable?” 
And he seems somewhat uncertain about 
answering in the affirmative. Taking note of 
the slow evolutionary process in nature which 
has left the contemporary human mind not 
essentially better than that of early mankind, 
he hesitates before “the idea of an evolution 
controlled and directed by man,” although the 
science to which he has given his own life ap- 
pears to lead that way. He gives audience to 
echoes from an anthropocentric medieval 
world, “Man,” he says, “cannot help regarding 
himself as something sacred . . . as the highest 
and most precious thing on the planet . . . as 
that ‘unique being’ . . . which perhaps has not 
its like in the whole of the vast universe.” This 
sounds perilously like the standpoint of the old 
ecclesiastical man who was the very center of 
the universe, around whom the sun and planets 
and the fixed stars revolved for his special wel- 
fare and delectation. 

The reviewer found M. Rostand somewhat 
difficult to follow through these last pages. He 
seemed to consider seriously the artificial 
dichotomy between science and not-science 
and to pause before a sort of walled off 
transcendental world the scientist with his 
crude tools may not enter. He then con- 
siders a possible bridge between the two 
worlds, or as he puts it “between science and 
conscience,” namely the science of mind, par- 
ticularly as represented by psychoanalysis. By 
this means he suggests an all-embracing love 
might be introduced into the world and lead 
to “a lofty ‘scientific morality’” (‘love’ remains 
undefined). But leaving romance aside for a 
moment, one seems to remember that Dewey 
commented critically on the unfortunate ob- 
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stacle to free enquiry of halting before a 
restricted area of human experience beyond 
the reach of science. After all a transcendental 
world, whatever else it is, can only be known 
as a part of human experience just as the 
weather is and should be examined with a 
free mind by applying the same principles of 
scientific enquiry. 

Despite what may seem like an anticlimax 
in the final section of this remarkable book, 
we may be sure that Rostand, the magician, 
will pursue his researches along his destined 
way leading to new miracles in the life of 
animals, not excluding the paragon of animals, 
in a braver new world, perhaps. 


Tue Moruers or SCHIZOPHRENIC PATIENTS. 
By Yrjé Alanen. (Copenhagen: Ejnar 
Munksgaard, 1958, pp. 361.) 


This is a most remarkable monograph re- 
porting a study of 100 unselected schizophrenic 
patients and their mothers as well as 20 neu- 
rotic and 20 “normal” persons and _ their 
mothers. The author aims to clarify 3 ques- 
tions : 1, What descriptive and psychodynamic 
traits can be discerned in the mothers of 
schizophrenic patients by means of interviews 
and the Rorschach tests ? 2. What characteris- 
tics do the relationships of mothers to their 
children developing schizophrenia display in 
contrast with control cases ? and 3. What con- 
clusions can possibly be drawn as to the patho- 
genic role of the mother-child relationship in 
the development of schizophrenia? The 
author then proceeds to give in less than 100 
pages a summary and critical review of schizo- 
phrenia research and of theories and studies 
aimed at clarification of etiology. This section 
alone is a remarkable achievement, a model of 
a concise, critical review of scientific and 
clinical material. 

The schizophrenic study material is sub- 
divided into 2 groups according to the Eu- 
ropean concept i.e., patients with “process 
schizophrenia” (severe or unquestionable cases 
in American parlance) are treated as a sepa- 
rate group from those diagnosed as psychosis 
schizophreniformis (acute schizophrenic reac- 
tion, pseudoneurotic schizophrenia, etc. in 
American writings) and the material is further 
sub-divided according to age of onset, and a 
small group of 5 schizophrenic patients is 
treated separately because of a pre-existing 
chronic organic illness. It may be giving the 
plot away by stating that the overall findings 
and conclusions of the author were not af- 
fected by this careful grouping of the pp. t 


material. The author has given consideration 
in a separate chapter to the possible interpreta- 
tion and formulation of his material from a 
viewpoint of heredity and genetics. But with- 
out attempting to arbitrate the case for or 
against hereditary influences in the develop- 
ment of schizophrenia, he emphasizes the “non- 
hereditary transmission of psychosis” brought 
about by the behavior and rearing techniques 
of a disturbed parent and the ensuing disturbed 
interaction between parent and the future 
patient. Although the study is limited to that 
of patient and mother, he does emphasize that 
in those 16 instances where the mother’s per- 
sonality was considered more or less normal 
there was a severely disturbed father who 
influenced the family environment adversely, 
at least for the patient-offspring. There are 
also a few data concerning the mother’s par- 
ticular problems during pregnancy with the 
patient and her attitudes towards him during 
early childhood, as compared with the mother’s 
situation when non-schizophrenic siblings were 
born. Although this material is sparse, the 
author has shown how factors and data to 
explain the differential development of schizo- 
phrenic and non-schizophrenic children in the 
same family might be obtained and obtainable. 
Other data such as the incidence of psycho- 
somatic illness in these 100 mothers, or the 
detailed configuration of the mother’s person- 
alities are of interest regardless of their signifi- 
cance to the main theme. 

The techniques employed are those of in- 
terviewing and projective tests done inde- 
pendently, and the author carefully asserts the 
methodological limitations. In his conclusions 
he emphasizes which theories are not borne 
out by his findings rather than advancing new 
etiological hypotheses based on his findings. 
This monograph is essential to all students of 
schizophrenia. 

STEPHEN FL M.D., 
Yale University School of Medicine, 
New Haven, Conn. 


Tue Firta Menta MeasureMents YEar- 
Book. Edited by Oscar K. Buros. (Highland 
Park, N. J.: The Gryphon Press, 1959, 
pp. 1292. $22.50.) 


The value of Buros’ 8 volumes of tests and 
test books reviews has increased since his first 
annotated bibliography appeared in 1933, to 
the stage where now “The Buros” is the major, 
if not the only, comprehensive source of 
information for persons who use tests and test 
results. The present volume covers tests and 
tests books published since 1952, as well as 
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new critiques of tests previously reviewed. 
For a comprehensive coverage of tests and 
books on testing now being sold, the 1953, 
1947 and 1941 publications are required as 
well. It is scarcely necessary to refer to the 
careful work that characterizes this series. 
Buros has uncovered more than 2200 Ror- 
schach technique studies and articles alone ! 
A glance at the list of reviewers will assure 
the reader that this job has been delegated to 
eminent specialists in each field, while the 
reviews themselves show that they have not 
taken their responsibilities lightly. The reader 
is advised to study the Preface carefully in 
order to familiarize himself with the organiza- 


tion of the book before attempting to locate 
a reference, for, while the organization is 
simple, it is not immediately evident from the 
index listings. Books, for instance, are now 
reviewed in a section separate from the actual 
tests. With the continuing development, stricter 
control of design and distribution, and in- 
creasingly confusing number of tests available, 
the Buros yearbooks become reference requi- 
sites for clinics, institutions and research cen- 
ters where psychological tests form part of 
the assessment program. 
Roy W. Ross, 
Toronto General Hospital, 
Toronto, Ont. 


NEW GERMAN PSYCHIATRICA AND PSYCHOLOGICA 
HANS A. ILLING, Px.D., Los Ancexes, Cav. 


Die BEcINNENDE SCHIZOPHRENIE. By K. Con- 
rad, M.D. (Stutigart : Georg Thieme Ver- 
lag, 1959, pp. 165, DM 17,80—or Inter- 
continental Medical Book Corporation, 
New York. $4.50.) 


The present study aims to “continue a great 
past,” the teaching of psychopathology by 
Jaspers and the “Heidelberg-School” (Wil- 
manns, Gruhle, K. Schneider, Mayer-Gross, 
Buerger-Prinz, et al.). The author feels that 
the Heidelberg School had come to a “dead- 
end,” since it aimed to dissect the psyche into 
its basic elements and functions. The author 
coins two new phrases relating to schizo- 
phrenia : apophaenie, meaning the experience 
of the abnormal consciousness as it relates to 
values, and the anastrophé, the experience of 
the schizophrenic who feels that everything 
is centered around him. The author does not 
offer any “cure,” but admits that certain “resi- 
dues” remain. 


Dre GRUNDLAGEN DER REHABILITATION IN DER 
BuNDESREPUBLIK DeuTSCHLAND. By Kurt- 
Alphons Jochheim, M.D. (Stuttgart: Georg 
Thieme Verlag, 1959, pp. 203, DM 24,00 
—or Intercontinental Medical Book Cor- 
poration, New York. $5.70.) 


This volume, one in a series of socio-medical 
monographs, describes first the development 
and trends of rehabilitative programs in Ameri- 
ca, England, France, Sweden, Holland, Austria, 
and Switzerland. After a few brief chapters 
on medical insurance, social security, and 
vocational counseling, the author discusses in- 
fant, child, and adolescent illnesses (epilepsy, 
mental deficiency, spasticism, paraplegic and 


congenital illnesses) and illnesses of the adult 
years (tbe, cardiac, arthritic, neurological 
etiologies, and poliomyelitis), and closes with 
a chapter on the various health agencies in 
West Germany dealing with any or all of the 
rehabilitative aspects of these illnesses. 


Das MENSCHENBILD DER SEELENHEILKUNDE. By 
Victor E. Frankl, M.D. (Stuttgart: Hip- 
pokrates Verlag, 1959, pp. 128, DM 8, 50.) 


This monograph consists of 3 lectures, which 
the author delivered at the University of Salz- 
burg (Austria) in 1957. The informal lectures 
deal with a multitude of topics, such as the 
pros and cons of psychoanalysis (Frankl feels, 
for instance, that Freud's concept is “one-sided 
and incomplete” and, therefore, is a “half-truth 
more dangerous than a full-blown error”), the 
pathology of der Zeitgeist, of which the author 
says that die kollektive Neurose der Mensch- 
heit laesst sich nicht ueberwinden (the mass 
neuroses of mankind cannot be resolved), and 
philosophical and anthropological subjects, 
often taken from American literature. 


KoERPERLICHE UND GeistTIGE EIGNUNG zUM 
FuEHREN VON KRAFTFARHZEUGEN BEI Hian- 
VERLETZTEN. (Physical and Mental Ability 
of the Brain-Injured in Driving Automo- 
biles.) By Artur Grossjahn, M. D. (Stutt- 
gart : Georg Thieme Verlag, 1958, pp. 84, 
DM 7, 50--or Intercontinental Medical Book 
Corporation, New York. $1.80.) 

The present monograph is the outgrowth of 

a study of hundreds of persons whose brain 


was injured in automobile accidents during the 
last 5 years up to the conclusion of the study 
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in 1956. Of the 16 “results” drawn from this 
study, it seems that more “slightly” than “seri- 
ously” brain-injured patients were found ; that 
the injuries to the body as a whole were more 
important than those to the brain alone ; and 
that, “unconditionally,” one third of all the 
brain-injured became “fully capacitated” to 
drive automobiles. 


PsycuotueraPic. By D. Mueller-Hegemann. 
(Berlin: VEB Verlag Volk und Gesund- 
heit, 1959, pp. 264, DM 24,00.) 


The aim of the author is to provide a Leit- 
faden—a guide—for medical students and be- 
ginning medical practitioners in “psychothera- 
py.” However, the author's own definition of 
psychotherapy, as compared with most Eu- 
ropean and American conceptions of it, seems 
to be dated. Thus his historical narrative 
demonstrates : “modern” times in the history 
of psychotherapy start with Mesmer and “end” 
with Pavlov, with a mention of Flugel, the 
non-medical analyst in England. Freud and 
his followers and dissenters receive only 
“honorable” mention, except that Freud’s 
teachings are said to have contributed to the 
“ever-increasing gap between depth-psychology 
and traditional clinical medicine.” When the 
author, for instance, discusses group psycho- 
therapy, he seems to assume that nothing has 
been done before him, unless it be a Pavlovian 
type of “therapy,” which, according to him, is 
“work-therapy !” 


Ern Moperner Mytuus. Von DINGEN DIE AM 
Gesenen Werpven. By C. CG. 
Jung. (Zurich, Switzerland : Rascher-Ver- 
lag, 1958, pp. 112, Sfrs. 8,40, and its 
translation: Saucers. A Mopern 
or Turncs SEEN IN THE Skies. New 
York: Harcourt, Brace, 1959, pp. 185. 
$3.95. ) 


The English translation has 3 advantages 
over the Swiss edition : it is cloth bound and 
richly illustrated, and carries a Preface written 
by Prof. Jung himself for the English transla- 
tion. In it, Jung asserts that the question 
whether the Flying Saucers are “real” or a 
“mere fantasy product” is by no means settled 
yet. The purpose of his book is to examine 
both sides of the story. What are the saucers, 
if they are real ? If they are imagination, why 
should the rumors of their existence persist ? 
Prof. Jung has done some research into the 
Ufos (unidentified flying objects) , in the course 
of which he was “suspected” of being a “be- 


liever” in their reality. He feels, however, that 


the whole matter of the Ufos deserves the 
“psychologist’s interest.” And the book at- 
tempts to answer the question why it should 
be more desirable for saucers to exist than not. 


Das MAERCHEN UND DIE PHANTASIE DES 
Kixves. By Charlotte Buhler, Ph.D., and 
Josephine Bilz, M.D. (Munich: Johann 
Ambrosius Barth, 1958, pp. 111, DM 
12,50. ) 

Dr. Buhler, who is presently clinical pro- 
fessor of psychiatry at the University of 
Southern California, first published this mono- 
graph in 1918. The present edition, however, is 
not merely a reprint of a monograph long out 
of print, but a discussion by Josephine Bilz, 
who examines the experiences and events of 
the fairy-tale from the point of view of depth 
psychology. In the Introduction, written by 
Hildegard Hetzer, M.D., Charlotte Buhler’s 
applications to child psychology are evaluated, 
and both “reality” and Wunder—miracles—in 
fairy-tales are examined. All 3 authors are 
scholarly, and the monograph appears to be of 
immense value to the child psychologist and 
child psychiatrist. 


Dire DER GeceNwaant. Edited 
by Erich Stern, M.D. (Zurich: Rascher- 
Verlag, 1959, pp. 474, Sfrs. 33,00.) 

This compendium contains two sections, one 
on the main trends of modern psychotherapy, 
ang the other on their application, Grenzge- 
biete (associate fields) and problems, with a 
summary of both sections by the editor. 

The compendium is international in scope 
and international in the selection of its con- 
tributors, each one of them an authority in his 
Richtung. Thus Rudolf Dreikurs (Chicago) 
discusses Adler’s Individual Psychology, Berth- 
old Stokvis (Holland) elaborates on hypnosis, 
suggestibility, and  relaxation-therapy, L. 
Gayral (France) discourses on narcoanalysis, 
Alfred Storch (Switzerland) on Existentialism, 
S. R. Slavson (New York) on group psycho- 
therapy, and A. R. Bodenheimer and Christian 
Mueller (both of Switzerland), each in one 
paper, on psychotherapy with psychotics intra- 
and extramurally. There is Prof. Heinrich 
Meng’s excellent expose of “Psychogiene” in 
menschenoekonomischer Hinsicht—socio-eco- 
nomic aspects,—a topic which Meng has 
pioneered in Europe for many years. All told, 
this volume appears to be a beautiful ac- 
complishment of cross-fertilization of both 
hemispheres and, therefore, of great value for 
the comparative study of psychotherapeutic 
methods. 
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PSYCHIATRIE UND GESELLSCHAFT. ERGEBNISSE 
UND PROBLEME DER SOZIALPSYCHIATRIE. 
Edited by H. Ehrhardt, D. Ploog, and H. 
Stutte. (Berne, Switzerland : Verlag Hans 
Huber, 1959, pp. 320, Sfrs. 31,50. In 
U. S. : Intercontinental Medical Book Cor- 
poration, New York. $7.50.) 


The concept of “social” psychiatry (which 
originated in England and was “imported” 
here) finally is “invading” Continental Europe. 
The present volume should serve the “Cosmo- 
politan” and sophisticated professional reader 
all the better because, in part, some of the 
articles are written in English and French. 
Thus Frederick Redlich of Yale University 
writes on “Social Class, Culture and Schizo- 
phrenia,” Oscar Diethelm of Cornell University 
and the New York Hospital on “Social Psy- 
chiatry in North America,” J. R. Rees and 
Kenneth Soddy on “Mental Health and Mental 
Hygiene as International Tasks,” Leo Kanner 
of the Johns Hopkins Hospital on “Parental 
Perfectionism as a Pathogenic Agent,” (in 
German translation), E. Strauss of the V.A. 
Hospital in Lexington, Ky., on Formen und 
Formeln, and George S. Stevenson on “Psy- 
chological Hygiene in the U. S.” Other authors 
are from Germany, Austria, Switzerland, Hol- 
land, and France. The articles are divided 
into five main topics: psychiatry and the 
milieu, psychopathology of various etiologies 
(sex and sociology, psychoses, the dynamics of 
“group psychiatry,” modern arts, etc.), psy- 
chiatry and psychohygiene, child psychiatry, 
crime and delinquency, and institutional psy- 
chiatry. 


PsycHIaTRY AND THE CriminaL. By John M. 
Mcdonald, M.D. (Springfield : Charles C 
Thomas, 1957, pp. 227. $5.50.) 


A practical, systematic, and reasonably com- 
prehensive book on forensic psychiatry is at 
hand, in “Psychiatry and the Criminal.” Here 
are all the detail, illustrating examples, and 
inside tips which only a professional thoroughly 
familiar with the field can provide. Where to 
write for armed forces records, blood alcohol 
levels, case history outlines, intelligence classi- 
fications, and other frequently used information, 
are included, along with discussions of their 
significance and application. But this volume 
is no handbook, for it includes chapters on the 
origins of criminal behavior, tests for criminal 
responsibility, psychiatric examinations, the 
Ganser syndrome, narcoanalysis, amnesia, 
epilepsy, psychopaths, sex offenders, juveniles, 
psychological tests, witness stand techniques, 


and treatment and punishment. Written with 
erudition and diversity, this material is organ- 
ized into what should serve as the best teaching 
text in this field. The aim of the book, of pro- 
viding a practical guide to psychiatric exam- 
ination of suspected criminals, is so admirably 
achieved that the unavoidable limitations on 
depth of discussion are hardly noticeable. But 
by perceptive quotations, the author reminds 
us that there is more, much more, to be said. 
Ricuarp G. Boarp, M.D., 
Washington, D. C. 


RECREATION ACTIVITIES FOR THE 
cappreD. By Frederick M. Chapman. (New 
York: The Ronald Press, 1960, pp. 309. 
$5.75.) 


The author has appropriately termed his 
book “practical.” Part I outlines the need of 
the handicapped, in common with all people, 
for satisfying recreation activities, both in the 
community and in hospitals. Recreation needs 
are grouped according to age-behavioural 
characteristics, and also in 6 diagnostic groups. 
The ingredients of leadership are described 
and multi-disciplinary sharing in this pro- 
gramme is noted. 

Part Il comprises working descriptions, in- 
structions, etc., for a wide variety of activities, 
with the appropriate age and diagnostic groups 
indicated for each. Included are: some 38 
activities related to crafts, audio-visual, drama, 
dancing, musical activities, special interests, 
social recreation, sports and games. 

The fact that the approach and the material 
are not new to those familiar with occupational 
therapy literature makes it no less valuable, as 
it is well organized, practical material which 
is clearly described and cross indexed. 

P. LeVesconte, O.T.REc., 
University of Toronto. 


REMBRANDTS ANATOMY OF Dr. NICOLAAS 
Tur. By William S. Heckscher. (New 
York : New York University Press, 1958, 
pp. 217, 85 illus. $15.00.) 


Rembrandt’s famous painting, often called 
“The Anatomy Lesson” is known to all the 
civilized world. It was executed when Rem- 
brandt was only 26 years of age and had just 
settled in Amsterdam. The painting is now 
one of the chief ornaments of the Mauritshuis 
at the Hague. In the present volume, Profes- 
sor Heckscher, who is Director of the Iconolog- 
ical Institute of the University of Utrecht, in- 
quiries into the origins of this painting done by 
Rembrandt in 1632. He is interested in the 
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cultural context which the painting reflects, 
and his task is one of historical reconstruc- 
tion. Rembrandt, the great master of light 
and shadow, is fortunate in his interpreter, for 
with Professor Heckscher’s analysis we now 
have for the first time, what is probably a 
sound account of the meaning of this not very 
enigmatic work. Enigmatic or not, Rembrandt's 
painting has long been misinterpreted as Pro- 
fessor Tulp giving a lesson to his ardent col- 
leagues in anatomy. It has long been known 
that the men in the painting were not Tulp’s 
anatomical colleagues, but it was thought that 
what was being portrayed was a lesson in 
anatomy. Apparently this is a misinterpreta- 
tion, for as the author shows, what is most 
probable is that an annual public dissection is 
being portrayed, to which the public was ad- 
mitted, as to a theatre, upon payment of a 
small fee. The author also renders it highly 
probable that the painting was initiated at the 
suggestion of Dr. Tulp, and that each of the 
other figures in the painting paid their fee in 
order to have themselves portrayed. It was a 
nice idea. It is also clear that Rembrandt did 
not observe the actual anatomy, and that he 
was supplied with an illustration of the ex- 
tensor tendons of the forearm and hand, which 
he erroneously superimposed upon the flexor 
surface of the forearm. This is quite clear to 
anyone with an elementary knowledge of hu- 
man anatomy, and is further supported by the 
fact that the dissected forearm is somewhat 
out of proportion, being rather larger than 
it should be. But I am not sure of this latter 
criticism. A dissected limb is often much more 
massive in appearance than the undissected 
limb. So that here Rembrandt may have been 
sounder than his critics. 

This is in every way a delightful book, with 
numerous illustrations, and nice fat footnotes 
at the back of the book, and beautifully pro- 
duced in folio. 

AsHLEY Montacu, Px.D., 
Princeton, N. J. 


MenTaAL HeattH Manrower TRENDS. By 
George W. Albee. (New York: Basic 
Books Inc., 1959, pp. 361. $6.75.) 


This book is the third in a series of mono- 
graphs to be published by the Joint Commis- 
sion Mental Illness and Health as a part of a 
National Mental Health Survey. It is a well 
documented study of major importance deal- 
ing with a critical situation. The report will 
be of particular interest to all concerned with 
the planning and development of Mental 
Health programmes and treatment services. 


The study is broadly based and clearly pre- 
sented ; much of the material was reported by 
the author in a previous study of manpower 
trends in psychiatry, psychology and social 
work. In this report Dr. Albee has enlarged 
upon the basic concepts presented in his pre- 
vious work, and has emphasized the magni- 
tude of the problem and the crippling effect of 
public indifference. 

The material is introduced by Dr. J. R. 
Ewalt, the Director of the Joint Commission 
on Mental Illness and Health, who outlines 
the scope and content of the study. In the 
report, Dr. Albee presents the problem in gen- 
eral terms, and deals specifically with the 
current situation and future prospects for each 
of the professions directly related to mental 
health services. Each of these sections will be 
of special interest to the respective discipline. 
Separate chapters are also devoted to other 
professions and occupations related to mental 
health and mental illness. The work is con- 
cluded with chapters on “The Crisis in Educa- 
tion” and “Implications for the Future.” 
Throughout the work the author has clearly 
indicated the basis for his opinions and con- 
clusions, and the text is well supported by 
statistical data and an extensive bibliography. 
H. W. Henverson, M.D., 

Dept. of Health, 
Toronto, Ont. 


Asexvatrzation : A Follow-up Study of 244 
Cases. By Johan Bremer, M.D. (New 
York : Macmillan Company, 1959, pp. 357. 
$5.00.) 


This book is a follow-up study of 215 men 
and 28 women who were castrated because 
they were sex offenders. The report was made 
by Dr. Johan Bremer, medical superintendent 
of Gausted Mental Hospital in Norway. Of 
the 215 men, 109 were classified as idiots, im- 
beciles, or morons, 53 as schizophrenics, 24 
as psychopaths, 16 as sexual deviates, 10 as 
epileptics and 3 unspecified. 

Following castration they were observed for 
periods varying from 10 months to more than 
10 years. Four of them died from the opera- 
tion. The data were obtained from hospital 
records, interviews with the castrates, their 
friends, and members of their families. Sixty- 
eight were castrated at their own request. 
Eighty castrations were compulsory, during 
the Nazi occupation. Thirty-seven were not 
brought before a court prior to castration. Of 
these, 13 were guilty of sex offenses against 
women, 10 were guilty of exhibitionism, 8 of 
sex offenses against voung girls and only one 
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of sex offense against young boys. One hundred 
and forty-seven of the men were selected by 
psychiatrists as suitable for castration therapy. 
They were “so deteriorated or mentally under- 
developed that they had no conception of 
what castration involved.” Of those who chose 
to be castrated “the dominating motive of the 
large majority was quite definitely to regain 
freedom.” Individual cases are cited and the 
data regarding them is condensed in tabulated 
form. 

It is evident that in many cases castration 
is regarded as a form of punishment and a con- 
siderable proportion of those who consented, 
afterwards regretted having agreed to the 
operation. The author is conservative in his 
conclusions regarding the value of castration. 
He says: “Castration is only of therapeutic 
significance in behavioural disturbances in- 
volving an urge for sexual relief. No general 
effect of pacification has been encountered . . ., 
no sedative influence on exaggerated affec- 
tions, no harmonization of emotional life, no 
‘resocializing’ influence on asocial or anti- 
social behaviour beyond the sexual sphere . . . 
castration has yielded poor results in schizo- 
phrenic and epileptic psychoses, and many 
complications of emotional origin have ensued 
in the psychopaths . . . the most satisfactory 
results were obtained in the case of the habit- 
ual sexual deviates, including the homosexuals 
and the oligophrenics.” Aside from the mis- 
statement in this last sentence there is little 
in the report of cases to support the impression 
that castration was therapeutic with habitual 
sexual deviates. 

Twenty-seven of the 28 women were cas- 
trated by operation and one by x-ray. Two- 
thirds of them were under 25 when they were 
castrated and 11 were less than 20 years old. 
Thirteen were castrated for promiscuity and 
14 for behavioural disorders. Nine of the 13 
who were promiscuous have continued to be 
so. Ten were classified as psychopaths, 11 as 
idiots and imbeciles, 3 as schizophrenic and 3 
as epileptic. The general conclusion by the 
author is : “The results of the legal castration 
of women seems so uncertain and poor that 
there is definitely doubt as to its justification.” 

Those who are interested in the indications 
for therapeutic castration of sex offenders with 
and without other manifestations of malad- 
justment may find considerable information in 
this book. The general impression given is that 
castration has no value as a form of punish- 
ment, and little if any value as a form of ther- 
apy. 

Grorce W. Henry, M.D., 
Greenwich, Conn. 


Precnancy, BintH AND Asortion. By Paul 
H. Gebhard, Wardell B. Pomeroy, Clyde 
E. Martin, and Cornelia V. Christenson. 
(New York: Harper-Hoeber, 1958, pp. 
282. $6.00. ) 


Many of data utilized in this study were 
personally accumulated by the late Alfred C. 
Kinsey. Subsequent to his death in 1956 his 
colleagues have continued to compile and ana- 
lyze data and this volume represents one of the 
results of their combined labors. 

The authors state : “The data presented in 
the main body of this study represent a por- 
tion of the information secured from 5,293 
white non-prison females who contributed their 
case histories to our study of human sexual 
behavior. In addition, . . . are data derived 
from 572 Negro non-prison females, plus 309 
Negro women interviewed in prison, and 900 
white women interviewed in prison. These 
data on women with prison experience seem 
to have no precedent in the literature.” 

All information was secured by detailed 
personal interviews, recorded in code, with- 
assurances of complete anonymity. Of the white 
non-prison women 97% of the interviews oc- 
curred between the years 1940 to 1949. These 
subjects came almost exclusively from urban 
backgrounds and predominantly from the 
northeastern states. For the most part they 
represented women who had some interest in, 
and comprehended the value of, sex research, 
such as teachers, students, P.T.A. members, 
women’s clubs, civic organizations, social 
workers and the staffs of hospitals and clinics. 
Protestants comprised 62% of the sample, 
Catholics 11%, and Jews 28%. Socio-economical- 
ly this sample represents the upper 20% of the 
U. S. population. 

The book begins with a study of the single 
woman and her pregnancy. This is broken 
down in its relation to age, marital status at 
interview, age at marriage, educational level, 
decade of birth, and degree of religious de- 
voutness. Then the outcome of her pregnancy 
(live birth, spontaneous abortion or induced 
abortion) is studied in relation to the same 
factors. The pregnancy and outcome of preg- 
nancy of the married woman are then analyzed 
in a similar manner. The remainder of the 
volume follows much the same pattern in 
studying the pregnancy and outcome of preg- 
nancy of the previously married woman, the 
Negro woman, single and married, and the 
prison woman, white and Negro, single and 
married, The non-prison Negro woman and the 
prison woman are each accorded. separate sta- 
tistical treatment. The volume concludes with 
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a penetrating discussion of the many aspects 
of induced abortion and an appendix in which 
abortion problems in other countries (the 
Soviet Union, the Scandinavian countries, Ja- 
pan, Latin America, etc.) are described in 
valuable detail. 

The authors discuss their findings wit’: an 
objectivity and a scientific restraint which is 
solidly rooted in the statistical evidence pre- 
sented by the data at hand. They make no 
sweeping claims that their findings hold true 
for the population as a whole, but are frank 
to state that their conclusions apply primarily 
to the rather special group making up their 
sample. 

Out of a wealth of data, the following 
material is of particular interest to psychi- 
atrists : 

1. Of the 754 previously married women 
(separated, divorced or widowed) of all ed- 
ucational levels, 3 out of 4 were found to con- 
tinue having intercourse subsequent to the 
termination of the marriage. There were 157 
post-marital conceptions, 79% of which ended 
in induced abortion. Comparing this with the 
single women who became pregnant pre- 
maritally, 75.8% of such pregnancies were 
terminated by an induced abortion. 

2. The predicament of pregnancy in the 
previously married woman results in marriage 
in only 7% of cases, as compared to twice 
that figure among pre-marital pregnancies. 

3. “The effect that the degree of religious 
devoutness has on sexual behavior (and its 
reproductive consequences) is strongest where 
religiously taboo behavicr is involved.” 

4. For the lower educational level pre- 
marital pregnancies are frequent and induced 
abortions comparatively rare, whereas with the 
upper educational levels such pregnancies are 
less frequent but these pregnancies are more 
frequently terminated by induced abortion. 

5. Out of a total of 1,067 induced abortions 
among the white non-prison women only 6.4% 
were legal abortions and these included opera- 
tions for ectopic pregnancies. 

6. The great majority of all induced abor- 
tions stem from pregnancies in marriage. The 
young married woman and the woman nearing 
the end of her reproductive life resort to 
induced abortion more commonly than does 
the middle group. Induced abortion is also 
commoner among married women who later 
become separated, divorced, or widowed. 

7. Of the known agents responsible for the 
induction of illegal abortions among the white 
non-prison women, operation by physicians 
acounted for 91.2%. 


8. Statistically this material gives no evi- 
dence of sterility or damage to orgasm capacity 
resulting from induced abortion. Unfavorable 
psychological sequelae were reported by 13.6% 
of the pre-marital group, 4.1% of the marital 
group and 5.4% of the previously married 
women. 

Even if the findings in regard to induced 
abortion were characteristic only of the type 
of women included in this sample, they would 
be of great importance to psychiatrists. We 
know, however, from many other sources that 
the abortion problem is widespread throughout 
the country and that it involves all strata of 
society. This volume should lend support and 
courage to those who are endeavoring to 
bring more realism to bear upon the question 
of broadening the legal grounds for therapeutic 
abortion. To combat the high incidence of 
illegal abortion, the addition in legal codes of 
socio-economic factors to the already defined 
medical and psychiatric grounds for thera- 
peutic abortion would bring the abortion prob- 
lem under the control of the ethical medical 
profession—where it belongs. 

Rosert W. M.D., 
New York, N. Y. 


Joun Dewey: Dictionary oF Epvucation. 
Edited by Ralph B. Winn. (New York : 
Philosophical Library, 1959, pp. ix + 150. 
$3.75.) 


John Dewey (1859-1952), commonly spo- 
ken of as America’s foremost philosopher of our 
time, has been a controversial figure as all 
great thinkers must be. As he speaks or writes 
he is experimenting with the thought process, 
scrutinizing it in passage, and it may at times 
cost the listener or hasty reader an effort to 
follow. But the conclusion may be a brilliant 
summing up in a short pithy statement that 
sticks in the memory, an apothegm to be 
quoted. 

There can hardly be a better introduction 
to the almost universal wisdom of Dewey than 
a book such as this, wherein the editor has 
collected from the writings of the philosopher 
and arranged in alphabetical order the subjects 
about which he has given formal expression of 
his views. These quotations vary in length from 
a line or two—“Prejudice is strengthened in 
influence, but hardly in value, by the number 
who share it”—to the 6 pages under the head- 
ing “School,” representing passages from 7 
sources. 

In the logic of John Dewey every area of 
human experience and cognizance must be 
subject to the same kind of examination and 
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test that characterizes all scientific investiga- 
tion. For fulness of knowledge there can be 
no reserved domain where the scientific meth- 
od does not apply. Worthy knowledge is the 
product of intelligent experience and thinking 
and must lead to intelligent behavior and 
action. And if this is true of the individual it 
is even more significantly true of society. The 
philosophy of Dewey is therefore a social 
philosophy. And social philosophy and moral 
philosophy can not be strangers. 

Santayana has said : “Morality is something 
natural. It arises and varies, not only psy- 
chologically but prescriptively and justly, with 
the nature of the creature whose morality it 
is.” And again, “only a morality frankly rela- 
tive to man’s nature is worthy of man.” And 
Dewey, whose thinking is not dissimilar, con- 
tinues: “Morals is the most humane of all 
subjects. It is that which is closest to human 
nature ; it is ineradicably empirical, not theo- 
logical nor metaphysical, nor mathematical. 
. . » Moral science is not something with a 
separate province.” 

Dewey has been severely criticised as being 
responsible in considerable measure for the 
faults of his “progressive” education. Sup- 
porters on the other hand assert that juvenile 
indiscipline and other consequences of too 
much freedom in the early school years are 
attributable more to overzealous practitioners 
of progressive education than to the Master 
himself. 

Perusal of the excerpts quoted under the 
headings School and Education give clearly 
Dewey’s picture of school performance as it 
has been and as it should be. As they stand 
it is difficult to see how exception could be 
taken to these statements. Education is simply 
a function of the democratic process, indeed 
fundamental to it. “A democracy is more than 
a form of government, it is primarily a mode 
of associated living.” And the keynote of this 
way of life as Dewey sees it is “the necessity 
for the participation of every mature human 
being in formation of the values that regulate 
the living of men together ; which is necessary 
. . » [for] both the general social welfare and 
the full development of human beings as 
individuals.” 

The key word in that sentence is presumably 
the word “mature.” Maturity becomes a con- 
dition of satisfactory associated living. But 
maturity is not necessarily a consequence of 
the accumulation of years. And so we may 
have maturity in childhood or lack of it 
through all the decades. It is a quality that 
may not develop naturally and if acquired at 
all, may have to be learned the hard way, and 


the school is the place to provide any possible 
guidance in that direction. 

“Belief in equality is an element of the 

democratic credo. It is not, however, belief in 
equality of natural endowments. . . . In short, 
each one is equally an individual and entitled 
to equal opportunity of development of his 
own capacities, be they large or small in 
range.” 
But we find nothing in the text to suggest 
that freedom in the school room means free- 
dom from guidance and such direction and 
control as needed for order and productive 
results. 

However, at the 1959 annual meeting of 
the American Historical Association, as re- 
ported in the New York Times, Professor Law- 
rence Cremin of Columbia University Teachers 
College felt that there had been so much 
misunderstanding of the Dewey educational 
system that it was opportune to set the record 
straight. He stated that as early as the 1920's 
Dr. Dewey became increasingly critical of 
progressive education. “By 1938, the very year 
the Progressive Education Association reached 
its membership peak, Dr. Dewey could already 
perceive the ideological fragmentation destined 
to paralyze the movement. When the Associa- 
tion finally died in 1955, there were few 
mourners at the funeral.” 

In defence of Dewey as an educator Dr. 
Cremin spoke of “the distortions, the popular 
misconceptions and the gross caricatures that 
have long marked appraisals of Dewey,” and 
he held that ignorance of the history of educa- 
tion was responsible for converting him into a 
“fictional figure in the policies of American 
education.” 

To properly review this book would be to 
quote more extensively than space allows. Key- 
notes of Dewey’s philosophy are often ex- 
pressed in a few incisive words which each 
must ponder for himself. 

Here are two from My Pedagogic Creed 
(1897) “Education . . . is a process of living 
and not a preparation for future living.” “Edu- 
cation is the fundamental method of social 
progress and reform.” 

Other apothegms : “The measure of civili- 
zation is the degree in which the method of 
cooperative intelligence replaces the method of 
brute conflict.” 

“Society is individuals—in—their—relations. 
An individual apart from social relations is a 
myth—or monstrosity.” 

“Natural rights and natural liberties exist 
only in the kingdom of mythological social 
zoology.” 

“Consciousness is only a very small and 
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shitting portion of experience.” 

“Skepticism that is not . . . a search is as 
much a personal indulgence as a dogmatism.” 

“There is no belief so settled as not to be 
exposed to further enquiry.” 

“Men may be brought by long habit to hug 
their chains.” 

“Man, a child in understanding of himself, 
has placed in his hands physical tools of in- 
calculable power. He plays with them like a 
child.” 

“Manners are minor morals.” 

“The true means the verified and means 
nothing else.” 

“Values are as unstable as the forms of 
clouds.” 

BF: 


Cure Couzective (Collective 
Sleep Treatment). By Henri Faure. (Paris : 
Maison & Cie, 1958, pp. 267. 2.500 fr.) 


This book is the account of the personal 
experience of the author with prolonged sleep 
treatment in 142 patients (84 neurotics, 18 
schizophrenics, 22 melancholics and 18 acute 
psychotic episodes), who concomitantly re- 
ceived group therapy. It is unique in the 
thoroughness with which the author presents 
individual observations, in the originality of 
of the organization and particularly in the con- 
sideration of psychotherapeutic processes dur- 
ing the sleep period. It is the first time that in 
a book on this subject the sequence of dreams 
and their psychological vicissitudes have been 
reported. 

The author's set-up for sleep treatment 
consists of a totally separate ward from the 
rest of the hospital, where a group of patients 
spent an average of 20 days. The atmosphere 
of the section is geared toward providing a 
kind of “artificial paradise,” where, in action 
or in phantasy, the patients experience a 
relatively complete gratification of their dif- 
ferent needs. The sleep is induced with a 
combination of barbiturates and chlorproma- 
zine. It is a relatively light sleep which allows 
the patients to communicate with each other 
and with the therapist who initiates a group 
therapy during the waking period. 

The author describes behaviorally 4 stages 
during the sleep treatment, i.e. stage of adapta- 
tion, of regression, of tension and of rehar- 
monization. He discusses the role of each stage 
in the process of sleep-cure, and in great 
detail gives the account of dream life of the 
individual during each period. Even though 
the emphasis is solely on the manifest content 
of dreams, the wealth of material and se- 


quential inate, are unique and most 
instructive. Each patient receives, concomitant 
with sleep-cure, individual and group psycho- 
therapy. However, these psychotherapies are 
mainly supportive, aiming at the establishment 
of a positive transference and allowing the 
4 stages of treatment to unfold themselves. 
The author maintains an “endogenous efficacy” 
for the sleep treatment, which transcends the 
psychotherapeutic function of the therapist and 
for this reason very little use, if any, of 
interpretation for the sake of uncovering, is 
made. This seems to be due to the general 
orientation of the author, which is eclectic. At 
times he seems to be oscillating between 
analytic, phenomenological, existential and 
physiological premises, and he employs a 
mixture of terms borrowed from these different 
disciplines. The author’s main thesis is that 
the sleep-cure, based upon the premise of 
“abreaction,” which is assumed to occur during 
oniric experiences. 

It is regrettable that the section on thera- 
peutic results is, in contrast to the other 
sections, relatively small, on the criteria of 
recovery and on the term “cure” which is 
constantly mentioned. In general the sleep-cure 
had no effect on chronic schizophrenics. The 
cases which showed complete recovery were 
among acute psychotic episodes (13 out of 
18) and melancholias (11 out of 22). Out of 
84 neurotic patients, 47 showed “frank stabil- 
ization.” Taken in general these results appear 
equivocal ; however, sleep-cure as envisaged 
by the author is not only a method of treat- 
ment but an investigational procedure as he 
so aptly demonstrates in his detailed case 
studies. As a whole the book is a must for all 
those who are interested in this area. 

H. Azma, M.D., 
Assistant Prof. of Psychiatry, 
McGill University, Montreal. 


PsycHoPpHARMACOLUCY Frontiers. Edited by 
Nathan S. Kline. (Boston: Little, Brown 
Inc., 1959, pp. 533. $10.00.) 


It has become the vogue to publish un- 
critically as a book all the papers presented 
at a symposium. Sixty-five such papers pre- 
sented at the Psychopharmacology Symposium 
of the International Congress at Zurich in 1957 
are reprinted here. These deal primarily with 
Rauwolfia and phenothiazine derivatives but 
theories and experiments concerning monoa- 
mine oxidase inhibitors and other psycho- 
trophic compounds are well represented. In 
addition, the recorded discussion is appended 
and clarifies and expands immeasurably upon 
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these papers. Much of great value will be 
found here and it is this that makes this book 
more than the usual mere collection of papers. 
The section concerning clinical studies con- 
tains much repetition but in the sections on 
Specific Problems and Mode of Action one is 
amply repaid for time spent in close study of 
the thoughts expressed by some of the leading 
investigators in the world. Biochemical theories 
from Sweden, Germany, and Switzerland, car- 
bohydrate and electrolyte studies from France, 
and electroencephalographic reports from Italy 
bring to us papers that we do not normally 
have readily available and translated for us. 
Prof. Delay’s classification of these drugs 
help bring order out of an evergrowing plethora 
of compounds while Winkelman’s and Ostrow’s 
papers give one some understanding of and 
reason for using each type. Some papers deal 
with philosophic speculations while others 
include explicit statements as to the use of 
drugs in psychoanalysis, significance and treat- 
ment of side effects, and specific indications 
for each type of drug. Thus a study of the 
material in this book will provide one with 
‘some understanding of current theories of the 
mode of action of psychotrophic drugs and 
repay the student through added confidence in 
their administration. 
Rosert R. Scuopsacu, M.D., 
Henry Ford Hospital, 
Detroit, Mich. 


Tue Prosiem or Dexinguency. By Sheldon 
Glueck. (Boston: Houghton-Mifflin Co., 
1959, pp. 231. $10.50.) 


This book discusses the problem of juvenile 
delinquency in terms of “a set of materials 
which will reflect the intricacies of the problem 
and assist in training prospective prosecutors, 
judges, probation and parole officers, clinicians, 
social workers, and others in an appreciation 
of its ramifications and implications.” There is 
little question that the author, who is the Ros- 
coe Pound Professor of Law at Harvard Uni- 
versity, has accomplished his expressed aim. 

The book has been divided into 4 major 
parts. 1. Incidence and Causation; 2. The 
Juvenile Court and the Law; 3. Treatment ; 
4. Prevention of Delinquency. Each part is 
_ divided into various sub-sections and chapters 
covering a wealth of material, a great deal of 
which has appeared previously in law, psy- 
chiatric, sociological, psychological and other 
journals and books on the subject. In short, 
this book attempts to be a veritable encyclo- 
paedia on the subject of delinquency. 

Unfortunately, in spite of the thoroughness 


of the coverage, much of the material con- 
tained in the sections on theory does not hold 
up, and the reader finds himself wishing that 
more attention had been paid to previous 
psychological and psychiatric research on the 
questions of delinquency, and that more con- 
sideration had been given to their findings. 
This objection is particularly disturbing be- 
cause the author, as a law professor, is aware 
of the usual use of evidence, and yet many 
statements appear, particularly in the section 


-on Incidence and Causation, which are general- 


ly unsubstantiated. This is not so much a 
criticism of the text as rather a re-emphasis of 
the need expressed by Professor Glueck him- 
self for a more consistent binding of the 
theories on delinquency to scientific theories 
in other areas of science. This is specifically 
true in the areas of the biological and be- 
havioral sciences. 

The second section of the book on the 
Juvenile Court and the Law is excellently 
brought together. It contains, besides general 
histories of the juvenile court, the citations of 
various cases pointing up specific legal issues 
which have served to establish the legal prece- 
dents in the field, as well as a very thorough 
discussion of constitutional protections and 
various related problems. This section of the 
book can only be described as an outstanding 
contribution to our knowledge of juvenile de- 
linquency and to forensic psychiatry and, as 
such, is certainly a major contribution. 

The latter sections of the book are on Treat- 
ment and Prevention. The area of Treatment 
makes a definite attempt to report experiences 
in various situations, such as institutions, and 
there is an effort to gather evidence in various 
treatment methods. The emphasis is again, pur- 
posely, on the legal type of institutional treat- 
ment, etc. There is a section on psychotherapy, 
psychotherapeutic procedures and methods, 
which again we feel might have been more 
strongly emphasized, but generally speaking 
this area is quite adequate. The section on 
Prevention, of course, leaves much to be asked 
for, but they are the same things that are 
asked for generally by all workers in the field. 
Obviously, we cannot expect Professor Glueck 
to have the answers on how to prevent juve- 
nile delinquency, but the suggestions he makes 
through the articles which he has included in 
his book are valuable and useful. 

Generally speaking, we would say that this 
book has been a studious and worthwhile at- 
tempt at pulling together much of the avail- 
able material. His contributors are drawn from 
all disciplines, including the legal profession, 
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psychiatrist, sociologists, an- 
thropologists. Professor Glueck’s effort in bring- 
ing them together has been a valuable one. 
We would certainly say that this is a useful 
and necessary book for individuals faced with 
the problem of dealing with the juvenile 
delinquent. 

Unfortunately, as is true of most encyclo- 
paedic tomes, this book probab!» will not be 
read from cover to cover, but it wii certainly 
remain one of the most important reference 
works in the field and will retain a long-term 
usefulness as such. 

Howarp V. Brain, M.D., 
Parsons State Hospital 
and Training Center, 
Parsons, Kan. 


A Psycuiataist Worxs Wira Burnpness. By 
Louis S. Cholden, M.D. (New York: 
American Foundation for the Blind, 1958, 
pp. 119. $1.85.) 


Two valuable and related achievements are 
to be credited to the American Foundation for 
the Blind as a result of their preparatizn of 
this handsome little volume of papers. They 
have published an appropriate memorial to 
the prematurely ended life and work of a 
brilliant and dedicated young psychiatrist 
whose service to the blind and to their or- 
ganization was universally praised and ap- 
preciated. At the same time, they have also 
presented a collection of papers, the content 
of which provides a significant contribution to 
the understanding of the problems of rehabili- 
tation not only of the blind but in other handi- 
capped as well. This second accomplishment 
no doubt serves as an even more fitting me- 
morial to the thoughts and efforts of a doctor 
and teacher who took up the challenge of work 
in this difficult field with enthusiasm, scientific 
discipline, originality of approach, and earnest- 
ness of purpose of a high order. 

The role of a psychiatrist in the interdis- 
ciplinary efforts of an agency working with the 
handicapped has a number of facets of near 
equal importance and the papers in this vol- 
ume indicate the awareness that Cholden had 
of these multiple responsibilities. Group thera- 
py, for example, and the conduct and super- 
vision of other forms of psychotherapy are 
only part of a program properly designed to 
meet the great range of problems involved in 
the rehabilitation of the handicapped. Liaison 
and cooperation with physicians and opthal- 
mologists are the concern of a paper on the 
psychiatric aspects of informing a patient of 


blindness. An understanding of the patient's 
identity as a human being with particular 
personality patterns and a particular life situa- 
tion at the moment is considered essential, in 
this and in every contact between doctor and 
patient. Certainly the traumatizing and re- 
gressing impact of serious illness, especially 
mutilation or loss of function will demand the 
keenest awareness of the dynamics of the total 
emotional situation as well as the awareness 
that the rehabilitation process in a catastrophic 
iliness involves every aspect of the daily life 
of the individual. Counseling, medical services, 
education, questions of financial aid, voca- 
tional training, in a great range of taxing and 
complicated situations: the insights derived 
from this holistic approach are used to de- 
scribe and illuminate the problems and tech- 
niques important in each phase of the re- 
habilitation effort. 

Two papers merit particular note as excellent 
examples of the application of clinical and 
theoretical acumen to the special tasks con- 
fronting the worker with the blind. “Some 
Psychiatric Problems in the Rehabilitation of 
the Blind,” contains a wealth of challenging 
information derived from a great deal of 
specialized clinical experience ; “The Effects 
of Monetary Giving on Human Beings,” re- 
veals the extent of Cholden’s helpful under- 
standing of the difficulties involved in pro- 
fessional work with the blind on many levels. 
While it would be inappropriate to outline 
even the main ideas here, two quotes may 
serve as tempting bait to indicate the flavor 
and value of the content of all of this interest- 
ing book. “The principles of weaning, encour- 
agement of independence, and maturation, 
characteristic of childhood development, are 
valid in the readjustment of the blind person. 
During this stage of maturation, working with 
well trained blind teachers is extremely valua- 
ble for identification and emulation remain 
excellent means of learning.” “It seems pe- 
culiar, too, that some of the people having the 
same deep feeling for a client, will respond in 
exactly the opposite way (to those who over- 
identify). It is as though they cannot stand 
the pain of this identification and then they 
take the road which might say ‘we have noth- 
ing in common, I have no sympathy or identi- 
fication with you.’” This is similar to the blind 
person who will have absolutely nothing to 
do with any other blind person. It might be 
considered a rejection of identification. 

Hersert F. M.D., 
New York 28, N. Y. 
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Tue Sociat or Groups. By John 
W. Thibaut and Harold H. Kelley. (New 
York : John Wiley and Sons, Inc., 1959, 
pp. 313. $7.00.) 


Thibaut and Kelley present a_ theoretical 
viewpoint about small group phenomena in 
which they systematically evolve a “point of 
view” that presents fresh and insightful ways 
of interrelating diverse statements about social 
behavior. Yet their work, as the authors realize, 
fails to meet many formal requirements of 
scientific theories. In both respects it reflects 
the current status of social psychology. 

The query pursued throughout is, “How 
does social interaction influence behavior ?” 
Here, they assign priority to essaying a clari- 
fication of dyadic interaction and its conse- 
quences for participants. Then they extend 
their analysis to more complex social relation- 
ships. 

Their basic assumption is that most socially 
significant behavior is repeated only when 
somehow reinforced. Thus, in analyzing inter- 
action, they center on the participants’ possi- 
bilities for reciprocal control mediated by their 
ability to affect one another's “outcomes” 
(through rewards and reinforcements). Con- 
sequently, they construct “objective” reward- 
cost matrices in which all relevant variations 
in outcomes (rewards and costs) produced in 
the interaction are represented. Since indi- 
viduals evaluate outcomes, 2 additional con- 
cepts are introduced to provide evaluative 
standards. The attractiveness of the dyad is 
determined by the person’s comparison of ex- 
perienced or anticipated outcomes with his 
“comparison level” which is influenced by all 
of the outcomes known to him. His dependency 
on the dyad is determined by his “comparison 
level for alternatives” which is the lowest level 
of outcomes a member will accept in the light 
of alternative possibilities. 

The authors apply these concepts to un- 
derstanding the dyad. Here they analyze the 
evolution of stable dyads, the extra and intra- 
interactional determinants of dyadic behavior 
and the determinants of members’ attraction 
to and dependency on the dyad. They also 
present a careful analysis of norms and roles 
and the effects of varying task requirements 
and forced compliance. 

Finally, they extend their concepts to en- 
compass larger small groups. Now they discuss 
the effects of increased size on such social 
interdependencies as status, norms, power and 
control, roles and leadership. 

This, then, is an analysis of a variety of 
social phenomena in the same limited set of 


concepts and the use of these terms to or- 
ganize apparently diverse research data. As 
such it is of real import. Thibaut and Kelley 
pursue their analysis forcefully and know their 
research literature. The content forms a re- 
freshing antidote to writing that oversimplifies 
conformity, followership, leadership and the 
like. 

As a scientific theory it suffers from the 
defects of its forefather, Lewin’s “R-R im- 
mediate psychological field” theory. The ex- 
planatory statements are postdictive ; unequiv- 
ocal or negative evidence for the theory is 
virtually unobtainable. And properly so! The 
theoretical consequences of constructs demand 
that they be predictively related to empirical 
operations. This cannot be achieved if the 
authors insist upon the current definitions of 
their central concepts (all, known, etc.). Final- 
ly, while little is known about the systematic 
operation of social reinforcers, a much more 
explicitly sophisticated marriage between re- 
inforcement learning and social psychology is 
required if the authors’ approach is to become 
productive. 

Rosert C. Joyner, Pu.D., 
University of Toronto. 


Convutsive Disorpers 1n Cuicpren. By D. H. 
Chao, R. Druckman, and P. Kellaway. 
(Philadelphia : W. B. Saunders, 1958, pp. 
151. $6.00.) 


This is a short treatise which Dr. Kellaway 
in the preface states “. . . is a revised version 
of a manual on convulsive disorders which 
the authors originally prepared for the use of 
residents in the Blue Bird Circle Children’s 
Clinic. It is an attempt to provide a concise 
and simple review of diagnosis, treatment, and 
management of the convulsive disorders. . . .” 

There is a “cataloguing” type of approach 
without much attempt being made to discuss 
the basic mechanisms involved or to give the 
reader a clear concept of the processes as a 
whole. It is much as if this were a manual for 
residents in medicine which listed the various 
etiologies and the signs and symptoms seen in 
congestive heart failure without any discussion 
of the physiology or how all of these fit into 
some reasonable or understandable pattern. 
Except for a very brief mention of some of 
the neuroanatomical basis of the various types 
of seizures, no discussion of or even references 
to the recent, important advances in neuro- 
physiology or neurochemistry are given. All 
this may suffice for the busy general practi- 
tioner but represents unfortunate omissions for 
the specialist and particularly for the resident 
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in training. Too, probably insufficient attention 
is given to the psychological, psychiatric, and 
sociological aspects of epilepsy which are 
among the most important and most difficult 
problems in the care of the epileptic at the 
present time. 

To commend the book are the chapters on 
“Massive Spasms,” “Benign Febrile Convul- 
sions,” and “Breath-holding Attacks.” These 
are topics not often discussed in other sources 
and are presented here concisely and well. 
The chapter on the “Management of Seizures” 
is also good. The “Role of Electroencephalog- 
raphy in the Diagnosis and Management of the 
Epilepsies” is rather thorough and would be, 
for the practitioner, a good introduction and 
appraisal of this laboratory method. 

This book is not a definitive work on epi- 
lepsy nor apparently was that the intention of 
the authors. It can be recommended for the 
practitioner but, unfortunately, it lacks the 
depth and completeness required by the spe- 
cialist or the resident in training for a neuro- 
logical specialty. 

W. J. Frrep anper, M.D., 
Boston, Mass. 


Tue SurRGEON AND THE CuiLp. By Willis Potts. 


(Philadelphia : W. B. Saunders Company, 
1959, pp. 225. $7.50.) 


This is a wonderful contribution to the 
surgery of childhood. The title is most apt 
because it concerns Dr. Potts’ own experience 
with paediatric surgery in the Children’s Me- 
morial Hospital in Chicago. 

The contents are very readable and full of 
many apt expressions of the author's own. For 
instance, the chapter on portal hypertension 
is introduced by the statement “Portal hyper- 
tension in children is a tough problem.” Com- 
ments such as this running through the entire 
book make it very readable and add to the 
interest. It reminds one of the classical treatise 
of Codman’s on the shoulder in which the 
personality of the author shines through the 
whole book. It seems to me in this present 
world of super scientists we need more books 
with the individual touch to them such as this 
of Dr. Potts. 

The whole approach to surgery in the child 
can be summed up in a few words from the 
beautiful chapter on the Heart of the Child, 
“Tell them in simple words why they have to 
go to the doctor, or the hospital, or why they 
have to have an operation and in most in- 
stances they will co-operate in a fashion that 
adults might well emulate. Faith and trust 
are completely unspoiled when children are 


dealt with honestly. So little eifort and so 
great the reward.” 
T. Mustarp, M.D., 
Toronto, Ont. 


BenwaviornaAL ANALysis: AN ANALYSIS OF 
CLINICAL OBSERVATIONS OF BEHAVIOR AS 
AppLieD TO MotHer-Newsorn RELATION- 
snips. By David M. Levy, M.D. (Spring- 
field, Il].: Charles C Thomas, 1958, pp. 
416. $9.50.) 


Is it possible to make a sufficient number 
of pertinent observations about a bit of raw 
behavioral data, abstracted from the total 
situation in which it has occurred, and arrive 
at reliable and significant inferences concern- 
ing the original situation yielding the data ? 
The author attempts to do this, working with 
responses occurring in the early nursing situa- 
tion. An observer stands at the foot of the bed 
and records, at a purely descriptive level, the 
succession of responses of both mother and 
infant, from the time the nurse brings the 
child into the room to the time she returns 
to take the child from the mother at the end 
of the feeding. Between 1943 and 1944, 15 
mothers were observed on 2 or 3 such occa- 
sions in the neonatal week. Four other mothers 
who did not nurse their infants were included 
in the study. 

The book is devoted to an analysis of the 
responses observed. The total situation was 
broken down into 3 major subdivisions: the 
greeting phase, the feeding phase, and the end 
phase. There were, in addition, a number of 
interval phases occurring at either the end 
phase or sometimes earlier, when nursing be- 
havior ceased for a prolonged period of time. 
The running observational record was, in turn, 
broken down into more easily handled ob- 
servational units, each unit containing a sepa- 
rate maternal response. 

The author's concern was with the question 
of whether or not a statement could be made 
concerning an attitude, specifically maternal 
attitude, with regard to both its presence or 
absence and its quantitative variation among 
the group of mothers, from an analysis of 
observational data alone. The author believes 
that ultimately this could be done, but he 
found it useful, at least in the initial stages 
of the investigation, to make use of a tempo- 
rary expedient in order to obtain a preliminary 
ranking of the mothers in regard to maternal 
attitude. A questionnaire, previously tested to 
reveal maternal feeling, was given to the 
mothers, and provided a clinical measure of 
the most and least maternal mothers in the 
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group. It soon became apparent that the prob- 
lem of establishing: adequate criteria for a 
comparison of behavioral responses led in two 
directions ; first, the examination of the situa- 
tion in which the response was occurring and 
second, the behavior of the infants in relation 
to the maternal response under scrutiny. The 
responses obtained in each phase were ana- 
lyzed as independent variables, according to 
number and variety ; as variables dependent 
upon the situation, the situation defined as a 
specific set of conditions under which patterns 
can be compared ; and finally, as variables 
dependent upon the person ; as, for example, 
the responses of the same mother on different 
neonatal days. 

When this isolated ségment of relational 
behavior is so scrutinized, a myriad number 
of exploratory possibilities appear to be im- 
bedded in the data themselves. When this is 
pursued with ingenuity, as well as with rigor- 
ous honesty and a scrupulous avoidance of any 
loose, general, or unwarranted assumptions. 
the result is a series of exciting developmental 
sequences, during which time a gradual shift 
occurs from a reliance on clinical measures 
and opinion, to a ranking of the mothers in 
regard to maternal attitude, based solely on 
the data themselves. Were the author only 
concerned with the specific questions raised 
about maternal attitude, one might well 
wonder whether the conclusions reached con- 
cerning the ranking of the mothers warranted 
the elaborate, patient, tenacious working-over 
of the data. Viewed as the prototype of a 
method possibly applicable to many other 
problems in behavioral science, and as a tech- 
nique for the examination of behavioral re- 
sponses at an objective level and removed 
from the inferential and motivational biases 
of the observer, the contribution is both 
original and stimulating. 

The task of the reader is a somewhat exact- 
ing one, despite the absence of jargon of either 
a psychiatric or a statistical variety. The analy- 
sis is, at times, so intricately detailed that the 
reader must be prepared to maintain a run- 
ning familiarity with the raw data as well as 
keep apace of the analysis as it proceeds. These 
tasks would be somewhat easier were it not 
for an uncommonly large number of typo- 
graphical errors and editorial oversights. These 
included spelling errors (pp. 147, 190, 223, 
237, 243, 254, 267, 273, and 276), instances 
in which footnotes were incomplete or absent 
(pp. 141, 191, and 195), instances in which 
references to tables appeared mistaken or con- 


fusing (pp. 143, 153, and 182), and an in- 
stance in which a part of a sentence was 
reduplicated (p. 249). 

The reading of this book is an experience 
in the application of logical inference to care- 
fully-distilled observational data. The book 
will probably be of greatest interest to research 
workers in the behavioral sciences. At a more 
general level, it spells out an important lesson 
for all psychiatrists by establishing a basis for 
a deeper appreciation of observational data in 
a field where interpretive and motivational 
analyses have so long held the spotlight. 

MontTacuvE ULLMAN, M.D., 
New York, N. Y. 


Psycuo.ocy: A Strupy or a Scrence. Study 
I. Conceptual and Systematic. Vol. 1. 
Sensory, Perceptual and Physiological 
Formulations. Edited by Sigmund Koch. 
(New York : McGraw-Hill, 1959, pp. 710. 
$9.75.) 


This is the first of a series of a projected 7 
volumes which will involve 80 contributors. 
Study II will be entitled, “Empirical Sub- 
structure and Relations with Other Sciences,” 
and Study III, “Psychology and the Human 
Agent.” Most of the papers in Study I are 
highly technical as may be gathered from such 
chapter headings as: “Three Auditory 
Theories,” “Color Theory,” “Quantum Theory 
of Light and the Psychophysiology of Vision,” 
“Theory of Stereoscopic Vision,” etc. Probably 
of greatest interest to psychiatrists are the 
chapters by Hebb, “A Neurophysiological 
Theory,” and by Morgan, “Physiological 
Theory of Drive.” In the latter, in particular, 
the author has brought together experimental 
evidence to support a “central motivated state” 
in contrast to peripheral theories. The central 
theory, in brief, proposes that drives may be 
aroused and abated by states in the central 
nervous system rather than solely by stimula- 
tion of receptor organs. Of special interest to 
the author are the states that lead to behavior 
involving hunger, thirst, and sex. Alteration 
in these states is produced by changes in 
electrolyte balance, hormones and activity in 
the reticular system. 

The intent of the whole series is to survey 
the status of psychology as a science. Probably 
later volumes will reveal material of more 
direct relevance to psychiatry. 

P. E. Huston, M.D., 
Iowa City. 
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IN MEMORIAM 


FLANDERS DUNBAR 
1902-1959 


Flanders Dunbar was not a conventional 
physician who followed the traditional 
career of her profession. Her interests were 
broad and comprehensive, extending from 
literature, religion, psychiatry, psychoanaly- 
sis and psychology, to internal medicine. 

Born in 1902, the daughter of a physicist 
and mathematician, her career was a true 
reflection of the universality of her inter- 
ests. After obtaining a B.D. degree at 
Union Theological Seminary, she obtained 
her M.D. at Yale and undertook clinical 
research at the Worcester State Hospital. 
She continued her studies at New Haven 
Hospital and Bellevue, then at the Psychi- 
atric-Neurological Hospital in Vienna and 
at Burghdlzli. She received her Med. Sc.D. 
degree from Columbia University. 

Dunbar was a pioneer in widening the 
field of the medical sciences through the 
study of the influence of emotional factors 
upon diseases. She was a woman of great 
intuition and imagination, disciplined in the 
philosophy of science. All this made her 
predestined to become one of the most 
outstanding physicians among those who 
introduced a new emphasis into medicine, 
the psychosomatic approach to the study 
and treatment of chronically ill patients. 
Attracted by the ancient body-mind dilem- 
ma, she cut across the traditional philoso- 
phical meditations and attacked this eternal 
problem which taunted medical men, phi- 
losophers and religious leaders since 
antiquity until our own times, in the Hip- 
pocratic spirit of unprejudiced bedside 
observation. She made her findings avail- 
able to others in a steady flow of careful 
and well-organized publications. Her com- 
prehensive studies of serial admissions of 
unselected patients at the Presbyterian 
Hospital in New York are classical contri- 
butions to modern medicine. She observed 
and described the totality of the patients, 
their physical, psychological and environ- 
mental conditions, and described personali- 


ty profiles characteristically found in dif- 
ferent diseases. Under the influence of other 
workers’ findings, she modified her theoreti- 
cal concepts and accepted the view that 
organic syndromes correlate with circum- 
scribed psychodynamic constellations rather 
than global personality traits. One of the 
most impressive among these psychoso- 
matic studies is the discovery of the ac- 
cident-prone personality. This finding came 
about as truly novel discoveries often do 
—unexpectedly. She used surgical patients, 
victims of accidents, as a control group to 
compare their psychology with patients suf- 
fering from chronic ailments. This group 
which she expected to show no specific 
emotional features turned out to be a psy- 
chologically well-defined group. 

Apart from her original contributions to 
psychosomatic medicine, she compiled a 
monumental reference book, Emotions and 
Bodily Changes, which in serial editions 
kept pace with this rapidly growing field. 
This volume gave research workers in- 
valuable help and has remained a standard 
publication of historical significance. 

Her general influence upon the develop- 
ment of medical thought and research was 
outstanding. With the collaboration of a 
small group of physicians and with the help 
of Frank Fremont-Smith of the Josiah 
Macy, Jr. Foundation, who shared her con- 
viction about the significant role of emo- 
tional factors in organic diseases, she 
founded at first the Journal of Psychoso- 
matic Medicine and later the American 
Psychosomatic Society. It can justly be said 
that no single person was more effective 
than she in the organization of the psycho- 
somatic approach in modern medicine. 

Those of us who from the beginning col- 
laborated with her in this venture had op- 
portunity to become acquainted with her, 
not only as a medical pioneer but as a per- 
son as well. Her all-absorbing devotion to 
her work served as an inspiration for all of 
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us. No one could, however, keep pace with 
her prodigious working habits. Even when 
travelling, she incessantly dictated her ideas 
to her secretary, read every publication on 
her field, corrected manuscripts and dis- 
cussed and formed editorial policies. At the 
editorial meetings of the new Journal held 
in regular intervals at her home, she set a 
model for effectively organizing a medical 
journal and maintaining its standards. She 
was a rare combination of a productive and 
original theoretician, clinical observer, 
therapist and organizer. As many pioneers, 
she was subjected to criticism from those 
who resisted her insistence upon consider- 


ing psychological factors as seriously as so- 
matic ones in organic disease—an attitude 
that was still alien to the prevailing mecha- 
nistic physico-chemical orientation. Because 
her devotion to research was so much 
greater than her personal ambitions, she 
would take these objections as well as the 
criticisms of her psychosomatic colleagues 
without personal resentment and was al- 
ways ready to revise her formulations b: 
new evidence. Not only psychiatry, but the 
whole of medicine lost in her a pathfinder 
of unusual stature. 


Franz Alexander 


GEORGE NEELY RAINES 
1908-1959 


George Raines’ death leaves areas of loss 
which will have differing significance to the 
many who knew him. Those who knew 
Dr. Raines largely by his professional at- 
tainments will point to the end in mid- 
career of a nationally known leader who 
stood for progressive psychiatry. His inti- 
mate friends will keenly miss a man of 
feeling who knew how to live the full life. 
Still others would point to the wide range 
of his interests. Perhaps those who knew 
him as a Chief Examiner at the Boards 
would agree his loss was most typified in 
many ways by the silencing of the bosun’s 
pipe which paced his section, rich with 
significance for those who could read its 
meaning. 

George Neely Raines, retired Captain 
U. S. Navy Medical Corps, age 51, died 
September 16, 1959 at the U. S. Naval Hos- 
pital, Bethesda, Maryland, following a rela- 
tively brief illness caused by metastases 
from a bronchogenic carcinoma, first recog- 
nized about a year earlier as a solitary 
nodule on a routine annual chest x-ray. His 
death occurred, as so often, in an otherwise 
robust, healthy individual in his most pro- 
ductive years. 

Dr. Raines was born in Jackson, Missis- 
sippi in 1908, the youngest of 3 children of 
a local merchant. It is said his father would 
have preferred him to study dentistry and 
was surprised at his choice of psychiatry. 


George was ever practical as a psychiatrist, 
and undoubtedly acquired much of his 
hard headed realism from his family back- 
ground. A newspaper group picture of his 
third grade class shows an alert youth some- 
what smaller than the average of the class. 
It is reported that he had a 99.5 average 
on graduation from high school, the highest 
in the history of the school. He graduated 
from Ole Miss. in 1928 with a B.S. degree at 
the age of 20. He obtained a Bachelor of 
Medicine degree from Northwestern in 1931 
after completing one year of internship at 
the U. S. Naval Hospital, Mare Island, Cali- 
fornia. 

A love for the Navy developed which 
contributed to a disciplined thinking and 
intolerance for any mediocre performance. 
His Navy career was outstandingly success- 
ful. He was commissioned Lieutenant (/j.g. ) 
in the Medical Corps of the Navy June 26, 
1930 and advanced to the rank of Captain, 
March 10, 1945. Captain Raines served 
aboard the USS Idaho, USS Saratoga, USS 
Lexington, and on destroyers as a general 
medical officer. He began a brilliant career 
in psychiatry while in the Navy, first serv- 
ing as assistant to the Naval Unit at St. 
Elizabeths Hospital. He served as Assistant 
Chief of Neuropsychiatry at the Old Naval 
Hospital, Washington, D. C. ; subsequently 
as Chief of Neuropsychiatry at the U. S. 
Naval Hospital, Portsmouth, Virginia, from 
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1943 to 1945 ; and Chief of Neuropsychiatry 
at the U. S. Naval Hospital, Bethesda, 
Maryland from 1945 to 1950. From 1950 to 
1953 and again from 1955 to 1958 he was 
Head, Neuropsychiatry Branch, Bureau of 
Medicine and Surgery, Navy Department. 
From 1953 to 1955 he served as Executive 
Officer and Commanding Officer of the 
U. S. Naval Hospital, Portsmouth, Virginia. 
He was retired from the Navy May 1, 1959. 
A Navy release states “Dr. Raines’ singular 
accomplishments in psychiatry contributed 
tremendously to the growth and develop- 
ment of naval psychiatry.” 

Many of his closest friendships were 
those who served with him in the Navy. He 
inspired utmost loyalty from his staff. The 
term “feathermerchants” will be understood 
by his close friends of this period, defining 
again his absolute loyalty and utter rejec- 
tion of the false or hypocritical. His Navy 
friends will remember fondly the story he 
told of the ceremonial reception when piped 
aboard his first ship in full dress as a Junior 
Medical Officer. The decision to apply for 
temporary disability status, enforced by his 
illness, was perhaps the hardest decision 
Dr. Raines had to make. This did not occur 
until one year after hospitalization and he 
was to die only four months later. 

There is so much to say about the peaks 
of success Dr. Raines attained in the field of 
psychiatry that summarizing is difficult. 
Above all I would emphasize his talent as 
a teacher. As Director of the Department 
and Professor of Psychiatry at the George- 
town University Medical School in Wash- 
ington, D. C., from 1948 to the time of his 
death, he brought to a climax an association 
of many years with this school. He brought 
to Georgetown an able staff, greatly expand- 
ing the department, establishing residency 
training, and developing the teaching of 
psychiatry to a parity with the other major 
departments in the school. At the student 
level the program equaled or surpassed in 
curriculum hours that of all other medical 
schools. His inspiring talent led to a pro- 
digious effort on the part of his staff and 
his pioneering foresight permitted the de- 
velopment of maximal supervised therapy 
responsibility provided to the student. 

He was an examiner on the American 
Board of Psychiatry and Neurology for a 
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number of years and was President of the 
American Board in 1956. He was active 
with committees of both the American 
Psychiatric Association and the American 
Medical Association. He was Chairman of 
the Committee on Nomenclature and Sta- 
tistics of the APA, a committee which de- 
veloped the Standard Psychiatric Nomen- 
clature. In 1954 he was a member of the 
Council of the APA. He assisted in the 
early development of the Group for the 
Advancement of Psychiatry. He served as 
Special Consultant to the Surgeon General 
of the U. S. Public Health Service and was 
a frequent participant in meetings which 
developed policy of the American Psychi- 
atric Association. 

Dr. Raines’ professional experience in- 
cluded didactic analysis and training with 
the Washington-Baltimore Psychoanalytic 
Institute in 1946. His approach was broad 
and encompassed a profound understanding 
of what is best described as dynamic psy- 
chiatry, including an extensive foundation 
in “basic” psychiatry and neurology. He 
had a truly remarkable capacity to keep 
abreast of new developments, as was mani- 
fest in his teaching and in his private prac- 
tice. His publications cover a wide range 
of interests, administrative, clinical, and 
teaching experience, again with emphasis 
on basic psychiatry, with earlier studies in 
neurophysiology. 

The list of professional organizations of 
which Dr. Raines was a member includes 
Phi Chi medical and Sigma Chi college 
fraternities, American Medical Association, 
American Psychiatric Association, American 
College of Physicians, American Neurology 
Association, Association for Research in 
Nervous and Mental Diseases, American 
Psychopathological Association, District of 
Columbia Medical Society, Washington 
Psychiatric Society, Washington Psycho- 
analytic Society, and Medical Society of 
St. Elizabeths Hospital. He was in Who's 
Who. 

In closing I would like to turn again to 
Dr. Raines as a humanist, family man and 
friend. Above all George Raines will be 
remembered as a warm friend and bosom 
companion. The warmth and humor he 
experienced in life were richly conveyed 
to others. His own zest for living was felt 
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by those close to him. This trait enlivened 
personal contacts, committee groups, even 
large meetings. There was also a seriousness 
of purpose and capacity to sense the es- 
sence, often the irony, of a situation. His 
sense of the fun of living was manifest in 
an early interest in jazz. Many did not know 
that George was a jazz buff, or that he was 
a drummer and played in a Dixieland style 
band in college days. To the end he de- 
lighted in an opportunity to get back to 
New Orleans to hear again what is there 
today of the jazz tradition. He had a knack 
for being where things were happening. A 
story he would tell more intimate friends 
might be told now. George had accidentally 
sustained a slight scalp wound and hap- 
pened to be on his way home and in the 
immediate vicinity of the St. Valentine day 
massacre in Chicago. .The Chicago police 
picked him up and for a while thought 
they had their solution to the crime. 

I have emphasized this side of Dr. Raines’ 
character because his many friends will 


remember most intimately and will miss 
always a companion no one else can quite 
replace. Dr. Raines and Kate St. Clair 
married in Mississippi. There are two chil- 
dren. A daughter, Mary Anne Goslen is 
now a resident of Greensboro, North Caro- 
lina. A son, Lt. (j.g.) George N. Raines, Jr., 
is in the Navy assigned to underwater 
demolition work and presently serving at 
Coronado, California. 

It would be an error to close without 
reference to a philosophical trend Dr. 
Raines seldom made manifest except to 
those who knew him most intimately. He 
was deeply religious, and for a number of 
years had considered becoming a Roman 
Catholic. It was a step he took with finality 
at a time during his illness when he was 
certain of his intention. Thus in death as 
in life George Raines was a man of deep 
conviction and had the good fortune to see 
his most cherished goals realized. 


John D. Schultz, M.D. 
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‘THORAZINE’, introduced in 1954, is still the most widely 
used antipsychotic agent. It is effective, and it is relatively safe. 
It is extensively documented. It is a standard against which 
other psychopharmaceutical agents are judged. 


‘Thorazine’ gave impetus to a new era of psychiatric treat- 
ment. It is indeed a fundamental drug in psychiatry. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharma- 
ceutical research 
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Why Deprol is the first drug 


to use in depressions 


Clinical reports indicate that many depressions can be 
relieved by Deprol and psychotherapy, without recourse 
to more hazardous drugs or EST. 


Deprol relieves the patient’s related anxiety, insomnia 
and anorexia without danger of overstimulation, 

thus permitting better rapport to be established sooner, 
and facilitating more effective treatment. 


Deprol acts without undue delay. Its effect can be 
determined quickly. If unusual cases require additional 
or alternative therapy, this will be quickly discernible. 


Deprol can be controlled — there is no lag period of 

a week or two over which drug effects continue after 
medication is stopped. In cases where alternative 
therapy may be needed, it can be started at once. 


Deprol is safe — does not produce liver damage, 
hypotension, psychotic reactions or changes in sexual 
function; does not interfere with other drug therapies. 


Bibliography (11 clinical studies, 764 patients): 


A 1. Alexander, L. (35 patients). Chemotheropy of depression — 
Use of meprobomate combined with benactyzine (2-diethy! 
ominoethy! benzilote) hydrochloride. J.A.MA. 166-1019, March 
}. 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients) 
Me 


probomate and benactyzine hydrochloride (Depro!) as od 
benactyzine + meprobamate junctive therapy for patients with advanced cancer. Antibiotic 
Med. & Clin. Therapy 6.648, Nov. 1959. 3. Bell, J. L., Touber, 

H., Santy, A. and Pulito, F. (77 patients}: Treatment of depres- 

sive stotes in office practice. Dis. Nerv. System 20 263, June 


iti . ; 1959. 4. Breitner, C. (3) patients): On mento! depressions 
Composition : Each tablet contains Dis. Nerv 20: 142, {Section Two), May 1959. Land- 
1 mg. 2-diethylaminoethy! benzilate mon, M. (50 patients): Choosing the right drug for the 
jent wbli ti le ~lure, . 
K fol, S. H., Henken, B. S., Wood, C. A. and Ceresia, B os 
. (Depro!) in th treatment of chronic brain syndrome, hizo- 
Dosage: Usual starting dose is 1 tablet 8. Rickels, K. and Ewing, J. H. (35 patients): Depro! in depres- 
be gradually increased up to bomate combined with benactyzine hydrochloride) in the 
A olfice treatment of depression. M. Ann. District of Columbio 
8 tablets q.i.d. 28.438, Aug. 1959. 10. Settel, E. (52 patients). Treatment of 


depression in the elderly with o meprobomote-benactyzine 
hydrochloride combination (Depro!). Antibiotic Med. & Clin 
Theropy 7:28, Jon. 1960. 11. Splitter, S. R. (84 patients), The 
core of the anxious ond the depressed. Submitted for pub- 
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Compazine’ Spansule’ 


brand of prochlorperazine 


in the hospital 


The convenient q1zh “Compazine’ 
Spansule capsule dosage regimen permits 
nurses to spend less time administering 
medication and more on other forms of 
therapy. Also, ‘Spansule’ capsules stretch 
budgets. Whenever six “Compazine’ pa- 
tients are changed from t.i.d. tablet medi- 
cation to ‘Spansule’ capsules, the money 
saved treats an additional patient. 


brand of sustained release capsules 


on the job 


‘Spansule’ capsules give you better con- 
trol over the office patient. Inconsistent 
observance of tablet dosage regimens may 
cause a breakthrough of symptoms. With 
‘Spansule’ capsules, however, you rely 
less on the mood and memory of the 
patient—one dose in the morning pro- 
vides ‘Compazine’ protection throughout 


the working day. 


‘Compazine’ Spansule capsules are available in four strengths: 10 mg., 15 mg., 30 mg. and 


(especially for high-dosage regimens in hospitals) 75 mg. 


SMITH 
KLINE & 
FRENCH 


leaders in 
psychopharmaceutical 
research 


Smith Kline & French Laboratories 
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Anxiety and tensi 
need not hinder therapy 


EQUANIL subtly encourages acceptance of therapy in many patients suffering mild and mod- 
erate neuroses. By relaxing mind and muscle—without impairing mental and physical acuity 
—it helps you help patients toward new insights. Very often, EQUANIL permits patients to 
return to normal day-to-day activities while undergoing therapy. 


EQUANIL is predictable in its actions. The 
efficacy of EQUANIL is thoroughly documented 
in hundreds of published clinical studies. 
Side-reactions are rarely encountered. 
Although rare, allergic reactions may occur; 
dosage and quantity prescribed should be care- 
fully supervised. For further information on 
prescribing and administering EQUANIL see de- 
scriptive literature, available on request. 
Wyeth Laboratories Philadelphia 1, Pa. 


ANNIVERSARY 


A Century 
of Service 


Meprobamate, 
Wyeth to Medicine 
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chemical name: 
1-m-aminopheny]-2-pyridone 
generic name: 
amphenidone 


with selective action on the central nervous 
system at both the cerebral and cord levels. 


for the treatment of 
anxiety & tension with- 
out causing drowsiness 


Dornwal is regarded as a tranquilizer best 
suited for ambulatory patients. 
* does not produce depression or 
depersonalization 
* relieves acute emotional upsets 
* relieves tension without undue stimulation 
* effectively interrupts tension headaches 
* is virtually devoid of sedative activity 
Dornwal has proved to be relatively free 
from side effects when administered at 
recommended dosage. In 593 patients the 
incidence of drowsiness was less than 2 
per cent — statistically not significant. 
Prescribe Dornwal for your next patient 
who needs a tranquilizer but cannot afford 
to be drowsy. Write for your trial supply. 
Indications: anxiety and tension, various 
types of psychoneuroses, menopausal syn- 
drome, tension headache, alcoholism, pre- 
menstrual tension, behavior problems in 
children. 
Dosage: One or two 200 mg. tablets three 
times a day. Children, one or two 100 mg. 
tablets two times a day. Administration 
limited to three months duration. 
Supplied: 200 mg. yellow scored tablets, 
and 100 mg. pink tablets, each in bottles of 
100 and 500. 


Maltbie Laboratories Division 
Wallace & Tiernan Incorporated 
Belleville 9, New Jersey 
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In many seemingly mild physical disorders 
an element of depression plays an 
insidious etiologic or complicating role. 


Because of its efficacy as an antidepres- 
sant, coupled with its simplicity of usage, 
Tofranil is admirably adapted to use in the 
home or office in these milder “depression- 
complicated” cases. 


whenever depression 
complicates the picture 


sion may be r 
Tofranil may re 
driasis”: in Conv 


is inexplicably pro 


whose emotiona al detubance resist. 
in many other 
ch latent 


ing that. 
‘overy in “hypochon- 
when recovery 
ed; in’ chronic illness 


| brand of imipramine HCI 
/ astens recovery 
ie Detailed Literature Available on Request. ae 
Tofranil”, brand of imipramine hydrochloride: Be 
i tablets of 25 mg. Ampuls for intramuscular bas 
administration, 25 mg. in 2 cc. of solution. 
Ag Geigy. Ardsley, New York Geiny 
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“Two exciting new 


cANTHOLOGIES 


available as a set 
handsomely boxed 


HENRY E.SIGERIST ON THE HISTORY OF MEDICINE 
Edited by Félix Marti-Ibanez, M.D. | Foreword by John F. Fulton, M.D. 
In twenty-seven highly diversified essays and articles, Sigerist presents an entertaining and enlighten- 
ing view of the history of medicine. This carefully selected collection spans the time from the begin- 
ning of the practice of medicine to the present, vividly portraying the events and the men who have 
made medical history. In presenting his major concepts and ideas within the framework of these 
writings, Sigerist reveals himself as the wit, scholar, and great historian that he was. 

316 PAGES / CLOTH BOUND / $6.75 


HENRY E.SIGERIST ON THE SOCIOLOGY OF MEDICINE 
Edited by Milton I. Roemer, M.D. | Foreword by James M. Mackintosh, M.D. 


The views and concepts of Sigerist on medical sociology have never been more clearly nor compre- 
hensively presented than in this anthology of thirty-one essays and articles. This volume contains 
the essence of his theories on the sociology of medicine and the best of his medico-sociological writ- 
ings. Within these pages Sigerist exhibits his extreme concern for the future of medicine and of 
mankind and reveals himself as a supreme humanist and individualist. This fascinating collection 
provides an extraordinary insight on the changing world of medical sociology. 

400 paGEs / CLOTH BOUND / $6.75 
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Please send me the following books: ? 
___HeENrY E. SIGERIST ON THE HistoRY OF MEDICINE $6.75 
____HENRY E. SIGERIST ON THE SOCIOLOGY OF MEDICINE $6.75 


MD 


PUBLICATIONS, INC. 
New York 


BILL ME 
(If payment is enclosed, 
we will pay postage.) 


MD pws .icaTIOns, INC. 30 E. 60th Street, N.Y. 22, N.Y. 


CHECK ENCLOSED 
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NIAMI 

helps you reach 

the depressed 
patient 


Science 
for the world’s 
well-being™ 


PFIZER LABORATORIES 
Div., Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


IN BRIEF 


niaMip often helps establish rapport with de- 
pressed patients, increases accessibility to psycho- 
therapy, and decreases need for ECT. This 
effective antidepressant acts gradually and has a 
remarkably low incidence of toxicity. 


INDICATIONS: Mild, moderate, and severe 
depressions, whether they occur alone or with a 
physical ill. 


ADMINISTRATION AND DOSAGE: Initially — 
as low as 75 mg. of N1aMip a day has been given; 
routinely — up to 200 mg. daily. Up to 450 mg. 
a day has been used in some severely regressed 
patients. Dosage should be adjusted to minimum 
maintenance level. Signs of improvement may be 
noted in a few days, but nami should be con- 
tinued for 3 weeks or longer to take full advantage 
of its gradual action. 


SIDE EFFECTS: Usually those of central nervous 
system stimulation; often disappear or lessen on 


reduced dosage. 


PRECAUTIONS: Orthostatic hypotension — rare 
on NIAMID alone — may occur when chlorothia- 
zide compounds aiso are given. Although N1aAMID 
has proved to be an unusually well-tolerated anti- 
depressant, the possibility of hepatic reactions 
should be kept in mind, especially where there is 
a history of liver disease. In suicidal patients, 
ECT preceding niamw therapy may be advisable, 


SUPPLY: Tablets, 25 and 100 mg. 


Detailed professional information is available on 
request from Pfizer Laboratories Medical Dept. 
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How Turn Raise 
into Bonus 


Wishing won’t turn a $5 a week raise 
into a $1,000 bonus, but it’s easy to 
do. If you take that $5 raise and put 
it into U. S. Savings Bonds you can 
buy a $25.00 Bond a month (cost 
$18.75) and have money left over. 
If you keep buying one of these 
Bonds a month for 40 months you'll 
have your big bonus—Bonds worth 
$1,000 at maturity. 


Why U.S. Savings Bonds are 
such a good way to save 


« You can save automatically with 
the royeas Savings Plan. - You now 
earn 334% interest to maturity. « 
You invest without risk under U. S. 
Government guarantee. - Your 
money can’t be lost or stolen. - You 
can get your money, with interest, 
anytime you want it. - You save 
more than money; you help your 
Government pay for peace. - Youcan 
buy Bonds where you work or bank. 


e can spend it, of course. But, 2/0 

buys a $25.00 U. S. Savings Bond 

each month for 40 months with his 

$5 a week raise, he is going to have 

Bonds worth $1,000. 


You save more than money with U.S. Savings Bonds 


The U. S. Government does not pay for this advertising. The Treasury Department 


thanks The Advertising Council and this magazine for their patriotic donation. 
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LIFT THE 
DEPRESSION 


if 
* 


Lift the depression with Marplan. Marplan has been shown to 
be considerably more potent than certain other amine oxidase 
regulators. While clinically such increase in potency has hereto- 
fore been associated with increased side effects, Marplan strikes 
a happy balance of potency/safety. Marplan has shown mark- 
edly fewer of the side reactions of the hydrazines (such as 
orthostatic hypotension, constipation, jitteriness, peripheral 
edema, skin rash). Moreover, throughout the extensive clinical 
investigations, no liver damage has been reported. Marplan is an 
amine oxidase regulator, however, and like all of these agents, 
it is contraindicated in the presence of liver or kidney disease. 


Indications range from moderate to severe psychiatric disorders 
with associated symptoms of depres-‘on, withdrawal or regres- 
sion. Marplan is also valuable as an adjunct in psychotherapy 
to facilitate the patient's responsiveness. Complete literature 
giving dosage, side effects and precautions is available upon re- 
quest and should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, C. F. Hess and M Hoe om, | Dis. 
Nerv. System, 20:269, 1959. 2. G. C. Griffith, Clin. Med., 6: isos, 1959. 3. R. B. 
Ford, H. E. Branham and J. J. Cleckley, ibid., p. 1559. 4. iH. Azima, H. > D. 
Arthurs and A. Silver, Am. J. Psychiat., 116:453, 1959. 5. L. Alexander and S. R. 
Lipsett, Dis. Nerv. System, 20:( Suppl. ), 26, 1959. 6. H. F. Darling, Am. J. Psychiat., 
116: 355, 1959. 7. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:( Art. 3), 820, 1959. 8. L. O. Randall and R. E. Bagdon, ibid., p. 626. 9. G. Zbin- 
den and A. Studer, ibid., p. 873. 10. O. Resnick, ibid., p. 726. 11. T. R. Robie, Di 

Nerv. System, 20:182, 1959. 12. A. Feldstein, H. Hoagland and H. Freeman, Science, 
130:500, 1959. 13. L. O. Randall and R. E. Bagdon, Dis. Nerv. System, 19:539, 
1958. 14. W. Hollander and R. W. Wilkins, in J. H. Moyer, Ed., Hypertension, Phila- 
delphia, W. B. Saunders Co., 1959, p. 399. 15. I. Kimbell and A. Pokorny, paper read 
at Symposium on Newer Antidepressants and Other Psychotherapeutic Drugs, Galves- 
ton, Texas, Nov. 13-14, 1959. 16. D. Goldman, ibid. 17. J. E. Oltman and S. Fried- 
man, ibid. 18. G. Zbinden, ibid. 19. G. C. Griffith and R. W. Oblath, ibid. 20. H. 
Freeman, ibid. 21. W. B. Abrams, A. Bernstein, V. D. Mattia, Jr., R. J. Floody and 
L. O. Randall, Scientific Exhibit, American Medical Association Meeting, Atlantic City, 
N. J., June 8-12, 1959. 22. R. W. Oblath, paper read at American Therapeutic Society, 
60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 23. S. L. Cole, ibid. 24. 1. 
Kimbell, Jr., paper read at Cooperative Chemotherapy Studies in Psyc hiatry, 4th Annual 
Research Conference, Memphis, Tenn., May 20-22, 1959. 25. L. O. Randall and R. E. 
Bagdon, Second Marsilid Symposium, Chicago, May 8, 1958. 26. W. B. Abrams, D. W. 
Lewis and M. C. Becker, paper read at the International Symposmm on Catecho- 
lamines in Cardiovascular Pathology, Burlington, Vt., Aug. 23-26, 1959. 27. H. I. 
Russek, Angiology, to be published. 
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ROCHE}, 5 mg and 10 mg 
HG A THE SUCCESSOR TO THE TRANQUILIZERS 


successor in specificity: relieves anxiety, agitation and tension, and 
liberates the patient from destructive fears. 


successor in safety: not encumbered by depression, lacks autonomic 
or extrapyramidal side effects. 


successor in versatility: covers the entire meprobamate area of therapy 
plus a significant portion of the phenothiazine area plus the difficult 
middle ground between the two. 


successor in effect: acts with remarkable promptness; preserves mental 
acuity; produces a feeling of well-being, and a broadening of interest. 


Consult literature and dosage information, available on request, before 
prescribing. 


Published reports on Librium: 1. T. H. Harris, Dis. Nerv. System, 21:(Suppl.), 3, 1960. 
2. L. O. Randall, ibid., p. 7. 3. J. M. Tobin, I. F. Bird and D. E. Boyle, ibid., p. 11. 
4. H. A. Bowes, ibid., p. 20. 5. J. Kinross-Wright, 1. M. Cohen and J. A. Knight, ibid., p. 23. 
6. H. H. Farb, ibid., p. 27. 7. C. Breitner, ibid., p. 31. 8. I. M. Cohen, Discussant, ibid., p. 35. 
9. G. A. Constant, ibid., p. 37. 10. L. J. Thomas, ibid., p. 40. 11. R. C. V. Robinson, ibid., 
p. 43. 12. S. C. Kaim and I. N. Rosenstein, ibid., p. 46. 13. H. E. Ticktin and J. D. Schultz, 
ibid., 'p. 49. 14. J. N. Sussex, ibid., p. 53. 15. I. N. Rosenstein, ibid., p. 57. 16. D. C. English, 
Curr. Therap. Res., 2:88, 1960. 17. T. H. Harris, J.A.M.A., 172:1162, 1960. 18. G. L. Usdin, 
J. Louisiana M. Soc., 112:142, 1960. 19. I. N. Rosenstein and C. W. Silverblatt, paper read at 
Pan American Medical Association, 35th Anniversary Congress, Mexico City, Mexico, May 2-11, 
1960. 20. K. Rickels, ibid. 21. N. Toll, Dis. Nerv. System, 21:264, 1960. 

LIBRIUM® Hydrochloride—7-chloro-2 y! 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 

ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc. 
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DIAGNOSIS - TRAINING - TREATMENT 
for the Mentally Retarded Child 


SIX COMPREHENSIVE PROGRAMS: 


@ Observation and Diagnosis e Custodial Care 
e Education and Training e Summer Program 


e Residential Supervision e Psychiatric Treatment Center 


The Training School at Vineland, New Jersey is a private non-profit residential center 
for the care and treatment of mentally retarded boys and girls two years and older with 
a mental potential of six years. Outstanding professional staff conducts electroencephalo- 
graphic, and neurological examinations; individual psychiatric, physiological, and speech 
studies and therapies. 


Self-help is stressed. The children are given formal classroom instruction and 
encouraged to develop practical habits, attitudes and work skills. The educational pro- 
gram aims at maximum development. 


The children enjoy homelike surroundings in attractive cottages on a 1600-acre 
country estate. Facilities include a private hospital, school, lake, swimming pools and a 
working farm. The Training School Research Laboratory is famed for continuous study 
of causes, prevention and treatment of mental retardation. Established 1888. Full infor- 
mation will be furnished on request. Write: Registrar, Box N. 


1220 DEWEY AVENUE WAUWATOSA 13, WISCONSIN 
A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES -~ 


For information write to Department of Admissions 
No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 
Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies * Large Staff 
Trained for Team Approach + Supervised Recreational Program 

Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Melvin Gardner, M.D. 


Walter H. Weliborn, Jr., M.D. Zack Russ, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 


Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint C on Accreditation of Hospi 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Founded in 1904 


HIGHLAND HOspPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for eye and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 


HN D. PATTON, 
Clinical Director 


ia 

Sy 
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HALL-BROOKE HOSPITAL 
An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 

group of girls over five years of age. Carefully chosen staff. 

‘ Special modern teaching techniques and program of therapeutic 

education. Varied handicrafts, cooking, nature study and field 

trips. Outdoor games, picnics and other activities. Comfortable, 

‘ homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Directors Frances M. King, formerly Director of the Seguin School References 
Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


LOUDEN HALL 


Neuro - Psychiatric Service 


SHOCK THERAPY — IN AND OUT PATIENTS 
ELECTRO - ENCEPHALOGRAPHY - IN & OUT SERVICE 
SPECIALIZED TREATMENT FOR ALCOHOLICS 


GENERAL HOSPITAL FACILITIES ON THE GROUNDS 


THE BRUNSWICK HOSPITAL CENTER, INC. 
AMITYVILLE, L. I, NEW YORK 


LOUDEN HALL New York City Tei. Brunswick General Hospital 
AMityville 4-0053 MUrray Hill 3-7012 AMityville 4-5000 
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The Children’s Service 


Outpatient consultation, evaluation and treat- 


RosERt &. ment for infants and children of grade school to 
SWITZER, M.D. 
ermscren 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college entrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time psychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and ma.uring his personality is a primary aim. 


V. V. ANDERSON, M_D., LL.D., Director 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-357] 


(— 


MENTALLY-RETARDED 


REsEARCh and treatment and EMOTIONALLY- 
clinic in suBuRBaAN DISTURBED 
montreal. : Children and Adults 


Seven resident centers make it possible 


with an integrated ' for THE BROWN SCHOOLS to place 
biological and dynamic ' the exceptional person in a climate of 
paychethenipeutie pragram. group living most congenial to his age 
Set amidst stately grounds, ' and interests, to his personality organiza- 


and recreational therapy, for tion, and his level of social, educational, 


the patient’s comfort emotional, and physical development. 
and enjoyment. ' ‘ 
Affiliated with the University To receive a detailed catalogue and other 
of Montreal Department : regular publications describing in text 
af water ' and photographs the services and facil- 
an post-graduate training 4A 4 > 
ities of THE BROWN SCHOOLS, use 
social workers and : the coupon below. 
psychiatric nurses. 
THE BROWN SCHOOLS, 

Dept. C-O 

P. O. Box 4008 Austin 51, Texas 


Brochures and rates on request. 


Pee 
ALBERT PREVOST 


iw a Street or Box No 
6555 GOUIN BOULEVARD WEST, 


MONTREAL 9, CANADA. 
‘ AUSTIN, TEXAS Founded in 1940 


Position 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 


Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 
Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Georce M. ScHLOMER, M.D. 


Harry C. SoLomMon, M.D. 
Medical Director 


Consulting Psychiatrist 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 


E. James Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M. D. RicHArD L. Conpe, M. D. 
Ropert W. Davis, M. D. H. C. Hoss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 


FOUNDED 1855 


Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 


HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRINGS, MD. 
MAfair 2-1200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 

H. E. Andren, M.D. Member of N. A. P. P. H. 


Medical Director Accredited by Joint Commission on Accreditation of Hosp 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment .... .. Serving the Los Angeles Area 
Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Creswect Burns, M.D. Heten Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporated 


SUMMIT, NEW JERSEY 
A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 
20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar ROzETT, M. D. THOMAS P. Prout, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 


TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 
Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 
Member N.A.P.P.H. 
Fully approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. CORNELIA B. WILBUR 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotrr, M.D RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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Phone: WINDSOR HOSPITAL Established 
CHestnut 7-7346 1898 
CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disordérs. Booklet available on request. 


JOHN H. NIcHOLs, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


—IMPORTANT— 


WE ARE DESIROUS OF OBTAINING COPIES OF THE FOLLOWING 
NUMBERS: 
WE WILL PAY $1.50 FOR THE FOLLOWING NUMBERS: 
Volume 1 to Volume 83 (all Numbers) 
WE WILL PAY $1.00 FOR THE FOLLOWING NUMBERS: 
Volume 90 Number 1 
Volume 91 Number 4 
Volume 93 Number 4 
Volume 94 Number 4 
Volume 95 Numbers 1 and 4 
Volume 99 Numbers 4, 5, and 6 
Volume 100 Numbers 2, 3, 4, and 5 
Volume 101 Numbers 1, 2, 3, 4, 5, and 6 
Volume 103 Number 5 
Volume 104 Number 7 
Volume 106 Number 9 
Volume 110 Number 1 
Volume 111 Number 9 
Volume 113 Numbers 7 and 8 
Volume 115 Number 9 


SEND TO: 

AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 1817 
New York 20, New York 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New 20, New YorK 


Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. Canada and South 
America Postage $.50 extra. New Volume began July 1960 issue. 
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DRUG-INDUCED PARKINSONISM IS ON THE RISE, 
reflecting the growing use of potent tranquilizers. 
These extrapyramidal disturbances may be reduced 
by lowering tranquilizer dosage. 


*“It is almost always preferable, however, to merely add oral 
AKINETON*. . . since this avoids the risk of loss of therapeutic 
benefit and permits uninterrupted phenothiazine therapy.” 


AKINETON’ 


BRAND OF BIPERIDEN 


a prompt, specific countermeasure to drug-induced akinesia 
motor restlessness - akathisia - torticollis - oculogyric crises - chorea 


remarkably safe — “Akineton was not responsible for a 
single dangerous or toxic effect in the 500 patients treated.” * 


Dosage: Doses required to achieve the therapeutic goal are variable and 
individually adjusted. The following are average doses. 


Drug-induced extrapyramidal disorders 
1 tablet (2 mg.) one to three times daily 


Parkinson's disease 
1 tablet (2 mg.) three or four times daily 


AKINETON hydrochloride tablets—2 mg., bisected, bottles of 100 and 1000. 


*Ayd, Frank J., Jr.: Drug-induced Extrapyramidal Reactions: Their Clinical Mani- 
festations and Treatment with Akineton. Psychosomatics 1:143 (May-June) 1960. 


KNOLL PHARMACEUTICAL COMPANY, ORANGE, NEW JERSEY 
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THE TOTAL CHILD 


AT DEVEREUX SCHOOLS a multidisciplined approach to eval- 
uation, study, treatment, education, and rehabilitation focuses on un- 
derstanding the total child and his needs. Instruction is highly in- 
dividualized to take advantage of the specialized learning techniques 
most effective with (a) children of normal or superior intelligence 
who have emotional problems ; (b) children with educational dis- 
abilities, due to mental retardation, brain injury, aphasia, dyslexia, 
and other similar conditions. The program extends from kindergarten 
through high school and beyond. Vocational training is also available. 


J. Clifford Scott, M.D. 
Edwin H. Abrahamsen, M.D. 
Aurelio Buonanno, M.D. 
Charles M. Campbell, Jr., M.D. 
Fred J. Culeman, M.D. 

Ruth E. Duffy, M.D. 

William F. Haines, M.D. 
Robert L. Hunt, M.D. 

Richard H. Lambert, M.D. 
Leonardo Magran, M.D. 
Joseph J. Peters, M.D. 

Alvis J. Scull, M.D. 

Jacob S. Sherson, M.D. 

Albert S. Terzian, M.D. 
Walter M. Uhler, M.D. 

Tirso L. Vinueza, M.D. 


CLINICAL STAFF 


Lance Wright, M.D. 
F. Ellsworth Henry, S.T.D. 
Milton Brutten, Ph.D. 
William J. Cohen, Ph.D. 
Dorothy E. Conrad, Ph.D. 
Sidney L. Copel, Ed.D. 
Shirley M. Jahnson, Ph.D. 
Noel Jenkin, Ph.D. 

John R. Kleiser, Ph.D. 
Murray Levine, Ph.D. 
Henry Platt, Ph.D. 

Edgar A. Smith, Ed.D. 
George Spivack, Ph.D. 
Herbert A. Sprigle, Ph.D. 
Anne Howe, M.S. 
Kenneth E. Evans, B.S. 


Psychoanalytic Consultants 


G. Henry Katz, M.D. 


Herbert H. Herskovitz, M.D. 


SCHOOLS 
THE DEVEREUX FOUNDATION COMMUNITIES 
{ nonprofit organization Founded 1912 CAMPS 
Devon, Pennsylvania TRAINING 
Santa Barbara, California Victoria, Texas RESEARCH 


HELENA T. DEVEREUX 


Administrative Consultant 


EDWARD L, FRENCH, Pd.D. 


Director 


WILLIAM B. LOEB 


Treasurer 


Professional inquiries for Eastern Schools should 
be directed to Charles J. Fowler, Director of 
Admissions, Devereux Schools, Devon, Pa. ; for 
Pacific Coast Schools, to Keith A. Seaton, Reg- 
istrar, Devereux Schools in California, Santa 
Barbara, Calif.; Southwestern residents address 
Devereux Schools in Texas, Box 336, Victoria, 
Tex. 
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